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Excess neural stimulation over the parasympathetic subdivision plays an 
important role in such clinical conditions as peptic ulcer, certain forms of gas- 


tritis, pylorospasm, pancreatitis, spastic colon, bladder spasm and hyperhidrosis. 


The Standard of Therapy in Peptic Ulcer 


Banthine’ Bromide (brand of methantheline bromide) is a true anti- 


cholinergic which inhibits parasympathetic stimuli, acting selectively on the 

gastrointestinal and genitourinary systems. It exerts little or no influence on 

the normal cardiovascular system. Banthine is supplied in oral s@geqeyee 


and parenteral dosage forms. ; 
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a 30 second 
experiment 


Drop a Syntrogel tablet in water. In 
less than 30 seconds you will note H 
that it “‘fluffs up” to many times i 
its size. This speedy disintegration ' 
increases the adsorptive surface ! 
approximately 10,000 times. Syntrogel H 
goes to work in the stomach with ; 
equal speed. It adsorbs and neutralizes H 


stomach acid, alleviates heartburn 


and provides prompt, yet long-lasting 

relief in most cases, Syntrogel gives 1 

symptomatic relief in peptic ulcer, : 


dietary indiscretions and other 
i 


conditions of gastric hyperacidity. 
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Syntrogel’ | 


Each Syntrogel tablet contains 
sluminum hydroxide, calcium carbonate, 
magnesium peroxide ana Syntropan® 
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CURRENT STATUS OF MEDICAL MANAGEMENT OF PEPTIC ULCER® 


CHARLES A, FLOOD, M.D 
and 
GEORGE EE. HENNIG, M.D 
New York, N.Y 


Knowledge of the natural history of peptic ulcer under conservative manage 
ment is useful in the evaluation of newly proposed remedies for this disease and 
as a background for comparison with the results obtained by surgical methods of 
treatment. The evaluation of new forms of therapy is particularly difficult be 
cause of the tendency toward remission. It is the purpose of this paper to review 
the immediate and remote results of conservative management of uncomplicated 
ulcer. The problem of diagnosis and management of benign gastric ulcer will be 


discussed in detail. 


In order to appraise newly suggested remedies for ulcer, several methods of 


clinical assay are available. These include the rate of symptomatic response 


the rate of healing of the lesion as seen radiologically and the remote results 
observed over a period of vears, that is, the frequency of recurrences after initial 


relief under treatment. 


The immediate results of standard conservative management for uncompli 
cated ulcer, consisting of frequent bland feedings, alkalis and sedation, are 
satisfactory in approximately 90 per cent of patients. Only about 20 per cent of 
patients continue to complain of pain for more than two weeks after ideal con 


servative treatment is initiated!. 


Relief of pain, is, however, a deceptive criterion tor the efficacy of treatment 
The pain of ulcer is readily re ‘lieved in many individuals by the use of placebos! 
Change of environment, such as hospit ilization, is commonly followed by the 


°Presented before the Course in Postgraduate Gastroenterology of the National Gastro 
enterological Association, New York, N. Y., 23, 24, 25 October 1952 
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prompt disappearance of pain. One does not necessarily circumvent these ob- 
jections by the selection of patients with so-called intractable pain for the study 
of new inethods of therapy because the psychologic factor inherent in the use of 
new methods is still operative. 


The rate of disappearance of gastric ulcer is best followed radiologically. 
In a series of patients recently studied by us*, the average healing time as deter- 
mined by x-ray examination was forty days. Marked variations occurred, however. 
Some lesions dis: appeared very slow ly and occasional patients were observed who 
declined surgery and whose ulcer craters persisted for more than three months. 
Such slowly he ‘aling lesions were not nece ssarily the larger or more penetrating 
types, and the reason for variations in the rate of healing was not always apparent. 
The amount of time required tor the disappearance of an ulcer crater was not 
necessarily proportional to the size of the lesion. 


Gastroscopic examination may also be useful in observing the rate of heal- 


* demonstrated that there 


ing of craters in selected cases. Templeton and others 
was a fairly close correlation between complete epithelialization of the ulcer 
crater as seen gastroscopically and complete disappearance of the crater shadow 
by x-ray. The average healing time of ulcer craters viewed gastroscopically is 
about seven weeks. Where an ulcer crater is revealed at gastroscopy and is not 
visible on radiologic examination, repeate d gastroscopic examinations are neces- 
sary to demonstrate healing of the lesion. In our experience this is true in approxi- 
mately ten per cent of patients with gastric ulcer, who have been examined 


gastroscopically, 


Duodenal ulcer appears to respond to medical treatment at about the same 
rate as gastric ulcer. Available radiologic data indicate that the average time 
required for healing of a crater is approximately seven weeks. Radiologic evalua- 
tion of the healing of ulcer in the duodenal bulb is, however, less reliable than 
in the stomach and often open to question because of the technical difficulty 
of differentiating ulcer craters from barium trapped between tolds or in pseudo- 
diverticula. It is evident that study of the healing time of gastric ulcer is more 
reliable than studies of duodenal ulcer, as a method of evaluating the influence 
of therapy on ulcer. 


Resistance of duodenal ulcer to medical treatment is also dif~cult to explain, 
at times. Most commonly a failure to carry out the prescribed regimen accounts 
fora pe rsistence of symptoms in pé atients unde rr ambuli itory treatme nt®. In patie nts 
who are under rigid hospital therapy, the problem is more perplexing. A review 


of a group of patients with duodenal ulcer" who were operated upon because 


of persistent intractable pain, failed to clarity this problem. Penetration and 
scarring around the lesion appeared to explain resistance to conservative therapy 
in many instances. An associated severe personality maladjustment was a factor 
in a few individuals. In others, the intractability remained unexplained. 
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LONG-TERM RESULTS IN MEDICAL TREATMENT 


Detailed studies of the follow-up course of patients with ulcer has indi 
cated that the average recurrence rate is approximately once every two years 
after standard medical management has been initiated®-®. The recurrence rate 
is approximately the same in both gastric and duodenal ulcer. The individual 
variations, however, are extreme and the outlook in the patient with an uncom 
plicated ulcer remains, to a large extent, unpredictable. All observers seem to 
agree, nevertheless, that recurrence will take place under current methods of 
medical management, in the majority of patients. 


There exists a considerable difference in opinion concerning the appropriate 
se ay! of medical management of patients after the ulcer has presumably 
healed. This is, perhaps, due i n part to the uncertainty surrounding the exact 
time of healing of an ulcer crater particularly when it is located in the duodenum 


In the Follow-up Clinic at the Presbyterian Hospital an effort was made for 
a period of years to maintain a series of patients with duodenal ulcer on an ulcer 
type of diet for as long as they would cooperate®. One group of patients followed 
a careful bland diet continuously for one year or longer. When the symptomatic 
course of these patients was compared with va of a group of individuals who 
discontinued their diet within a few months of the onset of treatment, it was 
found that the results were no better and were, in fact, a little worse in the 
group who continuously followed a careful diet. No evidence was obtained 
which would support the view that prolonged adherence to a careful dietary 


regimen has any prophylactic value in the prevention of recurrences. 


It would seem advisable, nevertheless, that patients follow a careful regimen 
until the ulcer has presumably healed—namely, for a period of two to four months 
Following this period, the diet can probably be rapidly liberalized. It is true, 
however, that a considerable proportion of patients continue to complain of mild 
discomfort such as gas and bloating, at times. Such symptoms are seldom attri 


butable to active ulcer and apparently represent some residual gastric dysfunc- 


tion. Such individuals find that they remain unable to tolerate certain foods and 
must observe mild dietary restrictions. 


NEWER REMEDIES IN ULCEK 


The recent additions to the therapeutic armamentarium for medical man 
agement of ulcer include chiefly the newer anticholinergic agents and various 
hormones or tissue extracts which may act to increase the resistance of the 
stomach or duodenum to peptic digestion. It is too early to evaluate the long-term 
effects of some of these agents. There is apparently, as yet, no preparation avail- 
able which has been clearly shown to prevent recurrences of ulcer. 


Banthine has been found by many workers in the field to be effective in 
relieving pain'’”*. Healing of ulcer craters in an average time of 14.4 days has 
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been reported when the drug was added to a modified Sippy regimen. In a small 
series of patients’ continuous administration of banthine apparently was not 
effective prophylactically. Of 37 individuals who took banthine continuously, 
over an average period of nine and a half months, usually in an amount of 50 
milligrams four times a day, 15 patients have suffered recurrences. 


Studies of the value of enterogastrone have not shown consistent benefit!®:"! 
and many of the patients who have been treated with this extract have continued 
to suffer from recurrences. Other anti-ulcer types of preparations such as kutrol, 
urogastrone and robuden, will require further study in order to evaluate the 
long-term results. 


At the present time there is no suggested medica] treatment which has been 
shown to afford future protection against recurrences. It is common experience 
that a recrudescence of ulcer symptoms follows some type of emotional trauma. 
In our Clinic, patients have attributed their recurrences to this cause in one-third 
of instances. Dietary indiscretion, upper respiratory infection and miscellaneous 
factors have appeared to precipitate another one-third of recurrences. The re- 
maining third have remained unexplained. 


There is considerable theoretical justification for attempting to modify the 
relation of the patient with ulcer to his environment in an effort to avoid future 
difficulties. At the present time this is perhaps the most important phase of long 
term conservative management. Although statistical proof of the efficacy of such 
an approach is lacking, in individual instances it often appears to be very helpful. 


MeEpICAL MANAGEMENT Or GastrRIC ULCER 


The radiologic demonstration of an ulcer crater in the stomach always 
raises a suspicion of gastric malignancy. Medical management of gastric ulcer is 
complicated by the aaa of ruling out the possibility of carcinoma in every 
patient. This can be accomplished by having early recourse to surgery and it 
appears that the recent trend has been in the direction of operating early on an 
increasing number of patients with ulcerative lesions of the stomac h. 


There are several great advantages in favor of surgery for gastric ulcer. It 
provides early definitive diagnosis and is, of course, the indicated treatment 
should the lesion prove to be malignant. Secondly, there is a significant pro- 
portion of patients with benign ulcer of the stomach who are destined to develop 
gastric malignancy. There is a considerable body of data in the literature sup- 
porting this contention. Smith and Jordan, for example", in a series of 600 cases 
of gastric ulcer, concluded that recurrent gastric ulcer harbors potential malig- 


nancy. In a recent follow-up study of 101 patients with evidence of benign 


gastric ulcer’ observed in the F ‘ollow- -up Clinic of the Presbyterian Hospital, over 


an average period of 5.6 years, five individuals develope ‘d carcinoma of the 
stomach. The carcinoma developed in the approximate site of a previous ulcera- 
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tion in three instances, while in the other two patients, it was believed that the 
tumor arose in an area of the stomach at a distance from the ulcer site. 


Another advantage of early surgery in the management of gastric ulcer is that 
it offers a prospect of permanent cure in the large majority of patients. Under 
medical management, most patients suffer from subsequent recurrences and at 
the time of recurrence, the same difficult problem in differential diagnosis arises 
again. 


The advantages of conservative management of gastric ulcer are, of course, 
that it avoids an operation and the untoward sequellae of a subtotal gastrectomy. 
In attempting to rule out malignancy while carrying out conservative treatment, 
a variety of diagnostic methods are available. The most important of these are 
radiologic examination, gastroscopy, Papanicolaou smears of gastric contents 
of the stomach and the test of healing under medical therapy. None * these 
methods can be completely relied upon to exclude malignant diseases’:'*'>'®, 
however, and the total clinical and labor: atory picture will have to be we eed 
in each individual patient in all aspects. 


We have recently studied the accuracy of gastroscopic diagnosis in a series 
of patients with ulcer craters in the upper two-thirds of the stomach, a clinical 
problem which is usually handled conservatively. The diagnosis of benign ulcer 
or cancer was verified in all of these cases either by operation or by a benign 
follow-up course of more than one year. Malignant ulcer craters associated with 
a filling defect typical of carcinoma visible on radiologic examination were ex- 
cluded from this study because the diagnosis is usually obvious. 


There were 49 benign ulcers and 9 malignant lesions. Thirty-six of the benign 
ulcers were visualized on gastroscopic examination. Of the thirteen benign ulcers 
not seen, ten were located high on the lesser curvature, and three were in the 
middle or lower part of the vertical portion of the lesser curvature. In most 
instances in which the ulcer was not seen, it was probably located in a so-called 
“blind” area. In some cases, the interval between radiologic and gastroscopic 
examination may have been sufficient to allow healing to occur. Six of the 
benign ulcers had not been visualized on x-ray examination. These were small 
shallow lesions, located in various parts of the fundus or on the angulus. All of 
the malignant ulcers were visualized both radiologically and gastroscopically. 


Of the 36 benign ulcers visualized gastroscopically 29 were considered to 
present a typical benign appearance, while seven had some characteristics which 


suggested the possibility of malignancy. The typical benign ulcer appeared < 


a lesion with punched-out edges surrounded by smooth mucosa. The pnt 
which suggested the possibility of malignancy were of several types. Irregularity 
of the margins of the ulcer with a stiff appearance of the adjacent stomach wall, 
the presence of nodules in the mucosa adjacent to the ulcer crater or occasionally 
the impression that the ulcer crater was situated at the summit of a mound in 
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the wall of the stomach, were features which aroused suspicion of malignant 
disease. 


Seven of the nine malignant ulcers had gastroscopic features that sug- 
gested carcinoma. Four were interpreted as suspicious and three were considered 

be frankly malignant. Two malignant ulcers presented a gross appearance 
which lacked any feature suggestive of cancer. One was an ulcer with malig- 
nant changes which were only visible on microscopic examination. In this patient 
the radiologic appearance was also that of a benign lesion. The second patient 
had a linitis plastica with a characteristic radiologic picture of this process. 
There was a round punched-out ulcer seen gastroscopically which also appeared 
benign at gross pathologic examination. In this instance the linitis plastica 
could not be suspected at gastroscopy, although it was obvious on radiologic 
examination. 


In view of our experience, it seems evident that one cannot rely strongly 
on gastroscopic findings alone in the evaluation of an ulcerative lesion in the 
body of the stomach. When an ulcer appears benign gastroscopically and other 
data are in accord, further steps should be employed to exclude the possibility 
of malignancy. Careful radiologic follow-up after treatment is still indicated. 
Findings suggestive of malignancy on gastroscopic examination, on the other 
hand, will contribute toward a decision in favor of early exploration. 


The problem of the gastroscopic evaluation of ulcer craters in the antrum 
differs somewhat from that presented by lesions of the fundus. Commonly ulcers 
in the antrum are associated with radiologic evidence of antral spasm or de- 
formities of one or both curvatures and other findings which characterize benign 
antral disease and may simulate carcinoma". In such cases, gastroscopic exami- 
nation, when it offers a clear view of the pylorus and no odie nce of cancer is 
observed, may support a diagnosis of benign disease, although it cannot be 
depended upon to exclude malignancy completely. 


Papanicolaou smears of gastric contents may afford evidence of cancer when 
other methods are indecisive. The new abrasive balloon technic is reported to 
‘8.19 It seems likely, however, that 


this ome will not prove sufficiently specific to be relied upon to rule out a 


yield a high proportion of positive results 


possibility of malignancy in an otherwise benign appearing process. 


All of these methods of examination may be employed in the study of a 
benign ulcer under conservative medical management in order to minimize the 
risk of temporizing with a gastric carcinoma. It is believed that this procedure 
can be followed in selected patients with a minimal error and that the risks to 
the patient of such an approach is not greater than the risks of a policy of 
prompt exploration. 

If radiologic, gastroscopic and other findings point to a benign lesion, trial 
on medical therapy is warranted. If, however, any studies positively suggest 
malignancy, early surgery should be considered. 
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SUMMARY 


Conventional neutralization therapy gives satisfactory immediate results 
in the large majority of patients with peptic ulcer. The newer anticholinergic 
drugs such as banthine are useful additions to our therapeutic armamentarium. 


New preparations designed to increase the resistance of the gastroduodenal 
mucosa to ulceration have not as yet been shown to be clinically effective in the 
prevention of ulcers. 


In the long-term management of the ulcer patient, prolonged adherence to 
an ulcer regimen is usually without significant benefit. With many patients it 
seems advisable to liberalize the regimen as soon as the ulcer has presumably 
healed. Personal and environmental readjustment may be important factors in 
preventing recurrences of ulcer. 


In patients with a demonstrated gastric ulcer, a choice must be made 
between immediate recourse to surgery or trial on medical treatment in selected 
patients. If careful study of the lesion by all available methods is carried out, 
medical treatment may be atte mpted in those individuals in whom there are no 
positive findings that suggest the presence of malignancy. This entails careful 
immediate follow-up studies in order to avoid the occ asional malignancy that 
masquerades as a benign ulcer. 
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DISCUSSION 


Dr. [. Snapper:—This competent review by Dr. Flood certainly represents 
an excellent guide in the treatment of ulcer of the stomach and ulcer of the 
duodenum. It is now generally accepted that in every case where an ulcer of 
the stomach is discovered the possibility of a malignancy should be raised. Dr. 
Flood has given us very reassuring figures. In one hundred cases of ulcer of the 
stomach where he thought he could rule out a malignancy on clinical evidence, 
there were only five cases where ultimately a cancer of the stomach had to be 
diagnosed. If all these 100 cases had been operated, the surgical fatality would 
probably have exceeded five per cent. Therefore, if figures given by Dr. Flood 
can be confirmed, then in cases of gastric ulcer, confirmed radiologically and 
gastroscopically by Papanicolau smears, we do not need to be so surgically 
minded as most of us have been until now. 


It is difficult to give an overall picture of success or failure of medical man- 
agement of the chronic gastric ulcer. For instance, a working man will have to 
be operated upon in an earlier stage than someone who can take care of his ulcer. 


So far as smoking is concerned, the advice the physician gives depends 
upon his own smoking habits. All heavily smoking physicians allow their patients 
cigarettes; all nonheavily smoking physicians are convinced by clinical experience 
and experimental evidence that there is nothing which incites the secretion of 
hydrochloric acid more than does nicotine. In the same way, different gastro- 
enterologists prescribe different diets and slight variations in the choice of foods 
often decide whether the treatment will be a success or a failure. 


Dr. O. H. Wangensteen:—| was very much intrigued with this paper of Dr. 
Flood’s. I think we are getting a good deal more honesty into our reports than 
we used to have. | remember as a young medical student the emotionalism with 
which the problem of the treatment of peptic ulcer was discussed over the 


patient’s bedside, and I have seen clinicians with differing points of view shake 


their fists at one another over this problem. I doubt that these flights into dialectics 
helped the patients or anyone else for that matter. Only factual and objective 
reports such as the one that Dr. Flood has just given us can help us to understand 
fully what the role of medical management should be in the management of 
peptic ulcer. 


Meulengracht made an extensive and important contribution to the medical 
management of ulcer when he liberalized the diet. All Sippy adherents thought 
there was something magical in the diet itself. Pavlov had shown that milk 
evoked less secretion of acid from the stomach than meat and bread—that 
probably is still the best explanation of why milk is superior to most foods in 
the management of peptic ulcer. 


Many of you are familiar with Meulengracht’s enthusiasm over the dietary 
control of peptic ulcer, and especially for bleeding ulcers. It probably is not 
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so well known that, one of Meulengracht’s men at Bispebjerg Hospital in Copen- 
hagen, Krarup, reported in the Acta Medica Scandinavica ( 123:181-207, 1946) 
results which tally closely with what we heard here today from Dr. Flood. He 
said of patients pl: iced on strict or moderate diets, 57 per cent of such patients 
had some kind of recurrence. I suppose that had something to do with the 
severity of the ulcer diathesis. Krarup said they had liberalized the indications 
for gastric resection in Denmark because of the fre quency of recurrence attending 
medical management. Reports such as we have had tod: iy from Dr. Flood will 
help us to understand one another better. 


When a lot of emotionalism is injected into a question, no direct answers 
are forthcoming; we only delude ourselves, and our patients are not benefited 


Pilate said, “What is truth?” He failed to wait for an answer, and I think 
in discussions such as this, we are wasting our time and your time if we fail to 
discuss issues realistically and in a spirit of frankness and complete honesty. 


There was a time when a satisfactory or suitable operation for ulcer had 
not been well evaluated. Certainly it was true then that a protracted medical 
management, even when the response was not wholly — was war 
ranted. The question is: How many recurrences should ; 1 patient have before 


he is operated upon? Will Mayo used to say, “When the patient has had 


nine cures, he should be operated upon.” In any case, I think more understanding 
is coming into the problem. If it weren't for the long hours between sleep 
supper, and breakfast, the problem of conservative management of peptic ulcer 
would not be so difficult. I have found in treating hemorrhage, that placement 
of a tube down the patient’s nose for the dripping of some skim milk is a thera- 
peutic agency of real value. It is the best of all substrates to control hemorrhage 
I have the impression that skim milk is actually superior to whole milk. Patients 
take more of it and it is the protein that is the acid buffer. 


Dr. Flood talked from such a wealth of experience, as a surgeon, | would 
welcome some suggestion from him as to what his attitudes are with reference 
to surgery and what his preference is amongst operative procedures in the surgical 
relief of peptic ulcer. 


Dr. Flood:—Thank you very much for your kind remarks. 


In answer to the question about indications for surgery, I think that they 
have to be very elastic, depending upon the individual problem that the patient 
presents. 


As Dr. Snapper indicated, some patients may be unable to take good care 
of themselves, because of their mode of life or ge ographic situation. Under such 
circumstances, one undertakes medical therapy with a dim view of the future 
and may be more inclined to advise surgery. 


THE REVIEW OF GASTROENTEROLOGY 


One point that influences many of us medical men in deciding as to when to 
recommend surgery to our patients is the expected surgical mortality. As surgical 
mortality has improved over the last fifteen or twenty years, the indications for 
surgery have increased. It makes a great difference whether one anticipates a 
mortality of possibly ten per cent as opposed to a mortality rate in the neighbor- 


hood of one per cent when the procedure is being done by surgeons who do it 
all the time. If the anticipated mortality rate is very low, one might encourage a 
patient to undertake surgery rather promptly. If a master surgeon is not avail- 
able or if the patient is in poor condition, conservative management may be 


employed for a longer period. 


This applies particularly to patients suffering from persistent pain and fre- 
quent recurrences. They may be able to get along under medical management 
but if they are good surgical risks, it may be preferable to offer them the 
possibility of operation. 
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THE GASTRIC CANCER PROBLEM 


WILLIAM A. COOPER, M.D 
New York, N. Y. 


I understand that most of you are students of gastroenterology, and most 
of you are from out of New York City. I presume, by now that you have dis- 
covered that New York City is a large and strange place with many, many 
people. We have people of practically every sort you can think of in New York. 
I think all the religious sects are well represented, all the racial groups are 
pretty well represented, as well as all of the political groups. There are even 
some people here, they say, who are going to vote for Stevenson. But one thing 
all people in New York are pretty well agreed upon is that they are against cancer. 


There is very little point in trying to emphasize to a group of students of 
gastroenterology the fact that gastric cancer remains one of the great unsolved 
problems in the cancer field. Between two-thirds and three-quarters of all the 
cases of gastric cancer we see have progressed beyond the curable stage by the 
time they are diagnosed. The reasons for this are exactly two: first, the disease 
usually defies di: agnosis by signs and symptoms during its early phases; and the 
second, the diagnostic aids that are available to the clinician are woefully 
inadequate. 


First among these diagnostic aids is the x-ray examination of the stomach 
including fluoroscopy. It is certainly our most avi ailable and, to date, our most 
reliable diagnostic aid in gastric disorders. At the level at which we see gastric 
cancer in hospitals in these days, however, that is where two-thirds to three 
quarters are inoperable, we find that the x- ray of the stomach is only about 85 
per cent accurate in the best of hands, and with less able roe ntge nologists this 
accuracy decreases very markedly. We further find in gastric cancer patients 
at the hospital level, that over half of them at some time during their clinical 
course, before the diagnosis is established, have had either negative or misleading 
x-ray diagnosis of the stomach. 


In an effort to fill this great diagnostic need, in the past six years we have 
tackled the problem from a slightly different angle. You are all well acquainted 
no doubt, with the fact that Dr. George N. Papanicolaou was able to demon- 
strate cancer cells in body fluids, starting with the female genital tract. He 
showed pretty conclusively that carcinoma of the cervix and carcinoma of the 
body of the uterus could be diagnosed in a high proportion of instances from 
smears. Using that same approach, we tried to diagnose cancer of the stomach. 


About six years ago we started by aspirating the stomach contents, and ex- 
tended that into various lavage technics. We washed the stomach with a wide 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastro 
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variety of fluids, even washing them with cocktails from time to time. The sum- 
mation of that first three years of work was that about half the cases of gastric 
cancer were picked up by the cytological method using lavage technics; the other 


hali of the cases were missed. We could not recover material from the stomach 
that the cytologist could reliably recognize. For that reason we abandoned 
the lavage technic, and developed a new method for obtaining specimens for 
the cytologist. 


This technic is based upon mechanical measures, and we have a moving 
picture here which will demonstrate better than I can tell you, what this apparatus 
is and how it is used. 


(Motion picture: “The Exfoliative Cytologic Method in the Diagnosis ot 
Gastric Cancer.” ) 


DISCUSSION 


Dr. 1. Snapper:—We have to be very thankful to Dr. Cooper that he has 
demonstrated to us this great improvement in diagnostic technic by which a 
gastric carcinoma can be recognized in an earlier stage. We certainly need such 
a new method, because notwithstanding the combination of the classical diag- 
nostic methods with improved roentgenologic technic, until now the diagnosis 
of stomach cancer is usually made too late. Even in modern times an occasional 
exploratory operation has to be performed in order to decide whether a cancer 
of the stomach actually is present. 


Let us hope that Dr. Cooper's interesting method represents the so much 
needed reinforcement of our diagnostic arsenal. 


Dr. O. H. Wangensteen:—I am sure you will agree with me it was a privilege 
to sce this beautiful film of Dr. Cooper's. Perhaps Dr. Cooper will tell us how 
many times in this group of 25 or 26 patients, the diagnosis of gastric cancer was 
established by this means alone; in other words, when the x-ray or gastroscopic 
examinations were not helpful. 


Dr. Snapper is far more pessimistic over the possibility of improving the 
results in gastric cancer than I am. Only through earlier diagnosis can we hope 
to improve upon the present record. Poor as that accompishment is, there has 
been improvement since Livingston and Pack in 1939 reported that 2 to 3 per 
cent of patients with gastric cancer survived for five years. Over a ten year 
period at the University of Minnesota, the five-year survival rate from 1936 to 
1946 has been 12 per cent. For the year 1944 the five-year survival rate was 17 
per cent. And for patients undergoing gastric resection in whom the lymph nodes 
were free from cancer, the five-year survival for 1944 was 64 per cent. For the 
ten year period, the five-year survival in the gastric resection group in which the 
lymph nodes were found to be free of cancer was 50 per cent. 


Cooper—The Gastric Cancer Problem 


The long silent interval is the important problem in all visceral cancers, also 
in gastric cancer; that interval would appear to be approximately two years in 
length in gastric cancer. 


At the University of Minnesota we have had two groups of cases under 


observation for assessment: First, patients who come to the outpatient clinic of 
the University Hospital and who are sick. Oftentimes they don’t know in what 
manner they are sick, but they go through the clinic, and in patients who are 


more than fifty-five years of age, now, for many years we have aspirated the 
stomachs of all new patients. The response is assessed also with histamine. Then 
the patients who are found to be achlorhydric to histamine are subjected to 
x-ray examination. A number of gastric polyps have been uncovered by this 
procedure. Of such polyps observed to be 2 cm. or more in diameter, 50 per 
cent are found to be cancer. The gastric cancers in this group, in the main, have 
not been more favorable than in the patients with gastric cancer who come on 
the basis of symptoms. 


We also have had an experience with gastric cancers discovered in a cancer 
detection center. This is a younger group of patients who are entire ly asympto 
matic. Achlorhydria is employed as a screening test in this group too, as an 
indication for x-ray examination. Several early gastric cancers have been found 
in this group. Proctoscopy and blood in the stool (guaiac test) are employed 
routinely as screening tests. Approximately 10 per cent of the patients observed 
in the cancer detection center are found to have rectal and/or colic polyps. 


One of the patients in whom a gastric cancer was found had a lesion about 
2 mm. in diameter. When he was told he had a gastric cancer, he said, “It can't 
be. I haven't a symptom. I am going hunting.” He did go hunting, where he 
apparently had as much time for reflection as for shooting. When he returned, 
his mind was made up to accept the advice proffered a couple weeks earlier. The 
cancer was very small. No lymph nodes were involved, and obviously the patient 
should do well. 


Among patients seen for the first time in the Cancer Detection Center, ap 
proximately 1 per cent are found to have cancer. On the second round, or in the 
second year, six in a thousand patients examined for the second time are found 
to have a cancer. What the incidence of cancers discovered in this group will be 
years after remains to be seen. | think these efforts are worthwhile despite a!! 
the labor. 


Now, how long will we have to continue to rely on this type of effort to 
uncover early cancers? Only God knows. I don’t believe we shall have to wait 
long. I am no prophet, but I really believe that within the years that lie ahead 
some kind of specific diagnostic test for cancer will be found which will lessen 
all the labor of the Cancer Detection Center. My own idea is something like 
this: If one could find a non-toxic dye, which on intravenous injection is not 
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excreted in the bile and remains for some time in the circulation, being elimi- 
nated only through a leak in the vascular system—if such a dye with a high color 
index, which would not stain the skin unacceptably could be found, it could 
prove a great boon in cancer diagnosis, if excreted through a leak occasioned 
by an erosion of a mucus surface. When that time comes, every physician’s 
office will be able to make organ-scrutiny tests with far greater ease than can 
now be done in any Cancer Detection Center. Radioactive iron injected intra- 
venously may prove helpful on this score. 


Some of you may think this is an idle dream, but some di iy some person will 
make it a re ality when knowle dge comes into the hands of the person to whom 
it has meaning. In the meanwhile, we must continue to assess new diagnostic 


technics such as Dr. Cooper's film has demonstrated. If we could only make a 


portion of the improvement in diagnosis in the next ten years that we have 
made in therapy in the past decade, I do not believe it would be out of place to 
predict that the present accomplishment could be doubled. 


It may take us as long to learn what cancer is as it does to learn how small- 
pox comes about. We don’t know very much about smallpox today, but we know 
how to prevent it. We know how to treat cancer but not how to di: ugnose cancer 
early enough so that we can entertain any suggestion of elation in the accomplish- 
ment. 


Dr. Cooper:—If 1 may, | should like to comment on the comments before | 
discuss the fixation and staining, about which I know relatively little. 


I must say I find myself much more in agreement with Dr. Wangensteen’s 
remarks than I do with Dr. Sni apper’s. Perhaps that is because Dr. Wangensteen 
and I are in similiar fields of medicine. We both think of ourselves as surgeons, 
and I think, too, we both think of ourselves as clinicians primarily and surgeons 
possibly secondarily, which is stepping on Dr. Snapper’s toes, I know. 


I agree quite completely with Dr. Snapper up to the point where he begins 
to discuss the role of exploratory laparotomy. I think exploratory laparotomy 
does have a role in the diagnosis of cancer of the stomach. Its use for diagnosis is 
an admission of the inadequacies of our other methods, and certainly we should 
not use it unless we have exhausted the other methods available to us. Further- 
more, exploratory laparotomy, if given free rein, can be greatly overdone, and 
has been greatly overdone in the hands of very many people throughout the 
country. So I feel that it should be used with a good bit of common sense and 

restraint. Other methods having failed, and the clinical evidence being 
strongly in the direction of malignant disease, certainly it would be negligent 
not to explore the patient. 


The main point that I disagree with very strongly is the point of view that 


earlier diagnosis will not affect the cure rate, because | think everything we 
know about cancer disputes that point of view. 


Cooper—The Gastric Cancer Problem 


We know that in other fields where we have had the opportunity to develop 
earlier diagnostic methods, such as in cancer of the breast, the fruits of that 
early diagnosis are very, very great. The cure rate has soared as the diagnosis 
of cancer of the breast has been made earlier. The unfortunate part about gastric 
cancer is that we know very little about early gastric cancer. We rarely see it 
early, and the combined experiences of many groups of people cannot accumulate 
many cases of early gastric cancer to compare with groups of advanced gastric 
cancer. The few and scanty figures we do have, however, certainly support the 
view that early diagnosis and removal are fruitful, and that cancer of the stomach 
can be cured. 


The patients upon whom we have been testing this new diagnostic method 
now number 300, and in the 300 we have had six misses and one false positive, o 
seven frank errors in 300 cases. Mind you, we have not delved into the x-ray nega 
tive group yet. We have been dealing primarily with a group of patients we 
thought were coming to operation, in order to test the new method. Now that 
we have tested this method and we know how much we can rely upon it, our 
next year’s work will be to go into the unknown group that are x-ray negative and 
do case finding in that group. 


We plan to take the same group that Dr. Wangensteen does, the patients 
over fifty, the patients who are achlorhydric, and the patients with early gastric 
symptoms, and in that group I am quite certain we will find some early cancers 
of the stomach. We have quite by chance discovered three such cases in the last 
300 in our series and the test seems very encouraging in this respect. 


There is reason to believe that this method will be more applicable to early 
cancer than it is to later cancers of the stomach. For instance, the smallest one 
we have discovered had positive smears, and was 2 mm. in diameter. Only one 
small cancer has been missed by the smear technic. The others were rather 
sizable, where the diagnosis was quite obvious on the x-ray. Now, of course, 
we wont improve the figures until we do bring to operation those earlier cases. 


1 don't know much about the technic of staining. That is Dr. Papanicolaou’s 
part of the work. But I do know that the staining of the slides is relatively simple. 


GASTRIC CARCINOMA® 


HAROLD D. HARVEY, M.D.+ 
New York, N. Y. 


In thinking of carcinoma of the breast, we have been accustomed to the idea 
of great variation in virulence. We are familiar with the so-called inflammatory 
type, in which cells spread far through the tissue spaces, almost like bacteria 
in an overwhelming cellulitis. Surgery cannot control this kind of lesion. In 
contrast are the mammary carcinomas that grow almost as a benign tumor, 
forming a mass that, for a period at least, has little tendency to metastasize to the 
lymph nodes or elsewhere. We have seen people live with such tumors for 
twenty years, finally to succumb. Whether surgery alters the course of the disease 
in the latter type other than to remove the mass in the breast, is impossible to say. 


VARIABLE CHARACTER OF GastTRIC CARCINOMA 


We do not often see gastric tumors while they are yet small and therefore 
we do not know as much about their early stages as we do in the case of mammary 


TABLE I 


GrowrnH Types OF GASTRIC CARCINOMAS RESECTED 
AT PRESBYTERIAN Hlosprrat 1940-1949 


Penetrating 

Linitis Plastica 
Fungating 

Superficial Spreading 
Mixed 


growths, but it is certain that they also vary widely in the rate and character of 
their growth. Dr. A. P. Stout! has divided the gastric carcinomas that were 
resected at the Presbyterian Hospital during the decade 1940-1949, into groups 
according to their chief form of growth, as shown in Table I 


The importance of the growth type from the standpoint of prognosis appears 
in the fact that 54 per cent of the patients with superficial spreading tumors, i.e. 
those that spread almost entirely in the mucosa and submucosa, survived over 
five years after partial gastrectomy without evidence of recurrence. Of the linitis 
plastic a group only one patient has gone five years, of the penetrating and mixed 
types only 10 per cent, but of the fungating type 36 per cent of patients have 


survived five years or more. In the last group, three of the patients who have 
lived over 10 years were thought by the pathologist to have had their tumor cut 


°Pre conti before the Course in Postgraduate Gastroenterology of the National Gastro- 
enterological Association, New York, N. Y., 23, 24, 25 October 1952. 
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through at operation. The relation of tumor type to rapidity and extent of dis- 
semination of malignant cells is obvious. 


Correlated closely to the type of the tumor in the Presbyterian Hospital 
series was the number of lymph node metastases found in the resected speci- 
mens. The superficial spreading tumors usually had none or very few. The 
fungating tumors were the next most favorable in point of lateness of metastases. 
As one would expect, these were the two types in which surgery was most often 
successful. It appears that the fundamental factor in prognosis is one over which 
we have no control, ie. the growth type of the tumor. 


Another variant over which we have no control, that to an important degree 
directs surgical therapy, is the location of the tumor in the stomach. About three- 
fourths of gastric carcinomas in our experience appear to originate in the distal 
half of the stomach, the portion, incidentally, that is regularly removed by almost 
any kind of gastric resection for benign disease. Growths in the distal antrum are 
in a location where the primary lymphatic drainage leads to the lymph nodes that 
lie near, and even in, the head of the pancreas, as well as toward those that lie 
more directly in the pathway about the coeliac axis. About a quarter of these 
growths invade the duodenum. They present a surgical problem that is different 
from that of the fundic growths that regularly invade the esophagus well up into 
the mediastinum, and also spread to the left gastric and splenic chains of nodes. 


Cases ILLUSTRATING VARIABILITY OF CARCINOMAS 


The following three cases emphasize how varied is the problem that gastric 
carcinoma presents in diagnosis as well as in choice of surgical therapy. 


Case 1:—W. H. F., Male, Age 70, Complaints:—Sudden loss of appetite three 
weeks before admission, followed by weakness, bouts of nausea, and constipa- 
tion alternating with diarrhea. Physical examination revealed nothing of signifi- 
cance other than loss of weight and weakness. Gastrointestinal roe ntgen examina- 
tion showed “a suspicious area on the greater curvature of the antrum which 
may be an ulcer with surrounding induration. Its appearance suggests the 
possibility of malignancy”. A repeat study three days later confirmed the im- 
pression of a malignant ulcer. 


Operative Findings:—The stomach was normal in appearance. In the antrum 
where the roentgen examiration had revealed an ulcer, slight thickening could 
be appreciated by palpation. The stomach was opened and a shallow ulcer was 
seen in the region of the thickening. A partial gastrectomy was done removing 
about 80 per cent of the stomach and the omentum. The lymph glands around 
the stomach were not recognized to be abnormal. 


Pathological Findings:—The mucosa was highly rugated. Forty-three sepa- 
rate ulcers were recognized in the specimen, varying from a shallow stellate 


slit 4 mm. in diameter to a ragged ulceration 1.8 cm. in diameter and 5 mm. dee p. 
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The bases of the ulcers were angry and red in appearance, and finely granular 
or smooth. The malignant areas reached close to the proximal line of resection. 
In the lesser omentum was a small nodule composed of compact anaplastic cells 
with hyperchromatic macronuclei and numerous mitotic figures. A lymph node 
nearby also contained what was interpreted as being metastatic tumor. Other 
nodes contained no recognized tumor. 


Diagnosis:—Undifterentiated malignant tumor of stomach, multicentric, prob- 
ably carcinoma. 


Course:—The operation had little apparent effect upon the rapid decline of 
the patient. He died within three months. 


Comment:—The roentgen study gave only a hint of the character of the 
lesion. Had the ulcer that was demonstrated been on the lesser curvature in- 
stead of the greater, it might well have been considerd to be benign. Gastroscopy 
would probably have been informative but was omitted because the patient 
was to be operated on in any event. It is doubtful as to what should have been 
done for this patient. Certainly, partial gastrectomy was inadequate. Because 
the patient’s course before and after operation was so similar and his death came 
so rapidly, it seems questionable whether a total gastrectomy would have served 
him better. It is probable that, in spite of the lack of evidence of wide-spread 
lymph node involvement near the stomach, the tumor had already gone far 
beyond the reach of surgery by the time he came to operation. 

Case 2:—C. M., Female, Age 24. Complaints:—Weakness and breathlessness 
after slight exertion during the past three months. There were no digestive symp- 
toms. Physical examination revealed evidence of severe anemia, and a smooth 


mass in the abdomen that was not at first recognized and that corresponded in out- 
line to the greater curvature of the stomach. Laboratory findings included R.B.C. 
1,790,000, Hg. 3.1 grams, Hematocrit 13 per cent, Reticulocytes 4.8 per cent. 
Gastrointestinal roentgen examination showed a ragged filling defect that oc- 
cupied a large part of the body and antrum of the stomach. Filling defects were 
described in the duodenum as well. After restoring the blood volume and other 
preparatory measures, she was operated on. 


Operative Findings:—The serosal surface of the stomach was smooth. Within 
the stomach could be felt a large soft mass. When the stomach was opened, it 
was seen that almost the entire mucosa was replaced by innumerable polyps, 
large and small, or by areas that suggested the presence of incipient polyps. No 
malignancy was recognized, nor any lesion in the duodenum or small bowel. In 
the large bowel, five pedunculated polyps were found. A total gastrectomy was 
done. After a stormy course, she recovered and at present is doing well, four 
months after operation. 


Pathological Findings:—Multiple polyps that involved practically the entire 
gastric mucosa and one area of carcinoma arising in a polyp with metastases to 
two lesser omental lymph nodes. 
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Comment:—This was a very extensive lesion that gave symptoms only of 
bleeding. A carcinoma was found in the pathological laboratory only when 
metastases were recognized in the lymph nodes and further sections were cut 
of the polypoid gastric mucosa to find the point of origin. Clearly no treatment 
short of total gastrectomy would suffice. 


Case 3:—D. C., Male, Age 45. Complaints:—Pain in the upper abdomen 
pretty constantly for four years, and loss of weight from 145 to 121 pounds. 
Early in his disease, gallstones had been found by roentgen examination and 
his gallbladder had been removed. The pain after the operation shifted in loca- 
tion to the left but was otherwise unchanged. The pain was not helped by dieting, 
but was temporarily relieved by milk. It was not constantly related to meals. It 
was clearly made worse when he felt nervous. The letter from his referring doctor 
said that he had a “duodenal ulcer, proven by x-ray”, that had resisted the 
usual forms of conservative therapy. Physical examination revealed a nervous, 
thin man, who was tender in the region of the duodenum. Gastrointestinal 
roentgen examinations were interpreted as showing a marked deformity of the 
duodenal bulb, with a crater on one occasion. The pylorus was not well seen. In 
the distal antrum, it was thought that an ulcer crater was present that was prob- 
ably benign. At gastroscopy, the presence of the crater in the antrum was not 
confirmed, and the pylorus was seen to close normally. The pattern of the elec- 
trogastrogram suggested the presence of a duodenal ulcer. On gastric analysis 
after injection of histamine, the free HCI] was 15 units. 


Operative Findings:—“A densely fibrotic mass was found on the anterior 
portion of the duodenum near the pylorus and there were dense adhesions 
between the mass, the gallbladder bed and the hepatic flexure of the colon”. The 
lesion was thought to be a duodenal ulcer and a partial gastrectomy was done. 


Pathological Findings:—“On the anterior wall of the duodenum and im- 
pinging upon the pylorus is an ulcer crater measuring 2 x 3 cm. The proximal 
edge is flat, sloping gradually into the ulcer base. The distal margin is sharply 
defined and rolled. The crater is 8 mm. in depth. In apposition to this ulcer, 
posteriorly near the lesser curvature is a second ulcer crater that measures 0.8 
cm. in diameter. It is 3 mm. in depth and overlies the pyloric sphincter, which 
here is quite hard and pale greyish”. On microscopic study, both ulcers were 
found to contain carcinoma cells that were invading the typical scar tissue of a 


long-standing ulcer. The line of resection through the duodenum appeared to 


be only 1 cm. or more beyond the malignant cells. No lymph node invasion was 
found. 


Course:—Nearly three years after operation the patient seems to free of 
carcinoma although he complains of digestive symptoms suggestive of dumping 
syndrome. 

Comment:—We are familiar with the dangers of allowing a gastric ulcer to 
persist, but here is a patient who apparently had a duodenal ulcer for years that 
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became associated with a carcinoma of the pylorus that invaded the duodenum. 
Did the ulcer first impinge on the pyloric mucosa and the carcinoma spring from 
that source? The distorted duodenal outline in the roentgen examination, the 
four year duration of the symptoms and the small extent of the carcinoma all 
point strongly to the presence of a duodenal ulcer antedating the clinical ap- 
pearance of the carcinoma. The moral is that in the case of lesions that are 
situated close to the pylorus, one should beware, because the pylorus may be 
involved even if it does not seem to be. The operation done for this lesion should 
certainly not be a total gastrectomy, because one would not expect the upper 
part of the stomach to be invaded by tumor. On the other hand, the ordinary 
partial gastrectomy as done for benign ulcer, and as was done in this case, does 
not go wide enough of the pylorus to be called good cancer surgery. A wider 
excision unfortunately involves resection of the head of the pancreas, and it is 
not yet known whether such a procedure is justified for carcinomas of the 
pyloric and distal antral regions. 


These three admittedly unusual lesions are described briefly in order to 
emphasize the protean character of the tumors that we group together under 
the diagnosis of gastric carcinoma. One cannot regard this disease as an entity 
always to be treated by any one method®. The skillful surgeon must first of all 
be sure of his diagnosis, then estimate the nature and extent of the tumor with 
which he is dealing, and finally select the operation that seems best to meet his 


requirements 


LIMITS OF SURGICAL THERAPY 


We have seen that two of the main factors that determine the prognosis and 


the choice of operation are ones over which we have no control, namely type 
of growth and its location in the stomach. What factors are there in relation to 
gastric carcinoma that we can at least influence, if not govern? The first to come 
to mind is the extent of tissues that we can now remove with our surgery. How 


much can extensive surgery be expected to accomplish? Table II shows the 
percentage of all hospital admissions with gastric carcinoma that were subjected 
to partial or total gastric resections at the Presbyterian Hospital since 1940. The 
resection rate has risen to about 50 per cent of all admitted with the disease, but 
about one-third of these are done clearly for palliation and without hope of 
cure. During the past siy years, we were prepared to remove nearly all of the 
viscera and structures of the left upper quadrant if that appeared to be advisable 
but approximately two-thirds of the growths, as we encountered them at the 
time of operation, had spread so far that no curative operation could be at- 
tempted. There is one maneuver that we did not attempt that might have been 
tried, and that is removal of the hepatic artery® with its surrounding lymphatics. 
How practical that would be for patients without cirrhosis of the liver has not 
been established. With this doubtful exception, it is fair to say that so far as we 
can see, there is no hope of cure by any surgical procedure that we could devise 
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for two-thirds of the patients as they now come to us. Our resection rate has 
not risen in recent years, nor do we see how we can raise it unless the character 
of the tumors changes. 


Wou.p BIGGER OPERATIONS HELP? 


One third of our admissions with gastric carcinoma undergo resections that 
seem to carry with them some promise of cure. The five year arrest rate among 
these is close to 25 per cent. One could increase this a little by reducing the post- 
operative death rate, which is being done in spite of the increasing number of 
extensive ope rations that are now performe od. Only about one quarter of our 
hospital admissions fall neither among the obviously incurable nor among the 
group that appear to be cured by our present methods. Suppose that we prac- 
ticed more extensive surgery among this fourth of our cases than we now do, 
would an imortant contribution be made to the saving of lives from this disease? 
We lack evidence to answer this question categorically, but it is hard to believe 
that the reply would be “yes”. One can hardly escape the opinion that most of 


TABLE II 
RESECTION RATE FOR PATIENTS WITH GastRIC CARCINOMA, 


ALL HosprraL ADMISSIONS 


Hospital Per cent 


Period 
Admissions Resected 


1941-1945 310 384% 
1946-1949 312 50% 


1950-1951 139 50% 


the growths that appear to be removable at operation actually have spread to 
structures that cannot be excised. One might take a more hopeful view of the 
possibilities of extensive surgery, if the results of it so far were more encouraging. 


Table III gives the results of total gastrectomies done at the Presbyterian Hospital. 


In most of these operations, organs other than the entire stomach were removed. 
It can truly be said that perhaps these operations were done only on incurable 
patients and that had the *y been reserved for pi atients whose lesions appeared to 
be small, successes would have followed where partial gastrectomies failed’. 
It is the writer's opinion that this is not so, and that few patients among the 25 
per cent of our admissions that are under discussion would have benefited by 
more extensive surgery than they received. 


EARLY DIAGNOSIS 


If the nature of the tumor is beyond our control and extensive surgery so 
far has largely failed us, to what can we turn to better our results? The essence 
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of the matter lies in the fact that two thirds of the tumors as they come to 
operation are clearly incurable and many more actually are, although not ob- 
viously so. One is forced to the conclusion that our only hope lies in earlier 
diagnosis®. One hears the contention that even this would not be enough, but 
certainly the less malignant types of growths, that comprise at least a third of 
the tumors, would be more often curable if recognized when small. Even the 
infiltrating and mixed types are occasionally arrested, coming to surgery late as 
they do. 


In the early diagnosis of gastric carcinoma there are two steps. The first, 
and by far the more difficult, is to get the patient to the doctor early. Nothing 
can be accomplished until this is done, and efforts to make progress in this 
respect have signally failed. Little has been done to educate the public and, so 
far, there has been no general acceptance of methods of mass survey®’, that aim 
to screen out those people who have gastric lesions of which they are yet unaware. 
The second step follows after the doctor has made contact with the patient and 
consists of distinguishing between those gastric diseases that are malignant and 


TABLE 


ToraL GASTRECTOMIES FOR CARCINOMA, PRESBYTERIAN 


Died in Died within Died in 


‘ Living 
Hospital six months over six mos. § 


Years | Cases 
1940-1945 | 6 ] 
1946-1951 50 14 12 


*Three alive 5 years, two alive 4 years, four alive 1 year 

those that are not. It is at this stage that improvement in our methods could most 
easily be made, and there is great need for it. In an effort to discover what the 
standard practice in New York City is in this respect, the charts were reviewed 
of ail patients who came to the Presbyterian Hospital during the year 1950 with 
carcinoma of the stomach or rectum. The patients were divided into the group 
that came to the hospital more than a month after they had consulted their 
doctor and the group whose doctor had made the diagnosis in less than a month. 
Table IV gives the results of this brief study. Among the charts that described 
the medical treatment that patients had received previous to coming to the 
hospital, it appeared that a delay of over a month had occurred in four-fifths 
of the cases. Often the delay was of many months. 


Why does this delay occur? How, among the many patients with digestive 
complaints that come to the doctor, is he to distinguish quickly and surely those 
that stem from malignant lesions? Is there a lack of competent roentgenological 
and other diagnostic facilities cheaply available, so that practitioners cannot 
feel free to employ them lavishly? Are practitioners alert enough in searching 
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for carcinomas, and when laboratory tests fail to bear out clinical suspicions of 
it, do they persist in their search? Would practitioners profit by closer contact 
with the di: ignostic facilities of large hospitals? Should diagnostic centers be set 
up apart from the hospitals that practitioners could freely use? We need to 
accumulate facts concerning the present delays in diagnosis. A study of the 
causes of delay in the diagnosis of early carcinoma na the digestive tract by an 
organization of the standing of the National Gastroente rological Association 
would be a great public service. It could be done without embarrassment to 
members of the medical profession and might well lead to the disclosure of what 
facilities and perhaps training doctors need in order to be able to practice their 
profession in the best interest of the public. 


TABLE IV 


Cases OF CARCINOMA OF STOMACH AND RECTUM, PRESBYTERIAN Hosprtrat, 1950 
TIME BETWEEN First Vistr TO Doctor AND APPEARANCE AT HOsprraL 


Over 1 month .. Ae 34 


Inadequate Information 
Came Primarily to Hospital 


Total Cases 


SUMMARY 
1. Gastric carcinoma is a disease of many manifestations, that is not subject 
to any standard form of treatment. 


2. Some of its important aspects that govern the outcome of any form of 
treatment are beyond our control. 


3. Extensive surgical procedures have so far not added materially to the five 
year arrest rate that was obtained by partial gastrectomy. 


4. Over two-thirds of the patients as they now come to operation are in- 
curable by any available surgery, however extensive. 


5. No means for substantially lowering the death rate from gastric carcinoma 
seems to hold promise, except earlier diagnosis. 


6. A survey is suggested to determine whether new facilities could be made 
available to practitioners to enable them to make earlier diagnoses more often. 
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DISCUSSION 


Dr. O. H. Wangensteen:—My chief function as a consultant, often prior to 
operation in a patient who has a gastric lesion, is to see whether or not a gastric 
analysis has been done. Even in these discussions, I do not believe there has 
been adequate emphasis put upon the importance of gastric analysis. It is a 
diagnostic procedure of old origin. There are fashions in surgery and in medi- 
cine, as Harvey Cushing said long years ago. There is great value even today in 
gastric analysis as a diagnostic measure. 


If time permitted, I could recount a number of interesting patients with 
gastric lesions when repeated gastroscopy, as well as several x-ray examinations 
were done without arriving at a satisfactory diagnosis. Achlorhydria in a patient 
with a gastric lesion is synonymous with cancer or a polyp, which may be a 


precancerous lesion. Why should a surgeon find it necessary to belabor this 


point? | am here to give witness that the ascertainment of the presence of 
achlorhydria is an important diagnostic step—yes, even in 1952. 


. Harvey has presented us not only with important data with reference 
to Pia great importance of the proble m, but also a ve ry superior statement con- 
cerning what can be achieved in competent hands. As he has said so well, 
improvement in surgery has been real during the past decade. If we could effect 
as much improvement in the diagnosis of cancer of the stomach in the next 
decade, for that matter in any other cancer of the alimentary tract, as has been 
made in therapy, the whole problem would take on a far more hopeful aspect. 


Now, why is there this indifference to improved and earlier diagnosis of 
cancer? Why the opposition to cancer detection centers? I think Dr. Harvey put 
the situation very well. I think this body could actually go on record as indic: ating 
their belief in the virtue of some of these cancer detection agencies. It is true we 
need a reliable biologic test for cancer. There is a lot of work involved today in 
detecting the presence of an early cancer. In our hospital, patients come no 
earlier in 1952 for gastric cancer on the basis of symptoms than they did i 
1935. Yet, with the same material, we are doing much better on the ther: apeutic 


side. 


That is an important surgical accomplishment. Leonardo da Vinci said long 


years ago when a man’s knowledge exceeds his performance, a very sad state of 
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affairs exists. That is actually the situation we are in, with reference to diagnosis 
of gastric cancer today. 

Now, physicians are objective, like plumbers. Since I have come here, I 
have heard that in the State of California they are beginning to take a little 
interest again in Cancer Detection Centers. Physicians outlawed them there a few 


years ago. I feel that the Medical Profession must continue to support Cancer 


Detection Centers until we have a better substitute for earlier recognition of 
cancer. 


However much we bemoan the circumstance that the diagnosis on the basis 
of symptoms is no bettter in 1952 than it was in 1935, the truth of the matter is 
that the big loss in time is in the silent interval. Moreover, there is good evidence 
to suggest that the length of the silent interval in gastric cancer is in the area of 
20 to 24 months. Thirty years ago, we frequently heard it said that no cancers 
of the stomach were cured. In the experience of our clinic for the ten-year 
interval from 1935-1945, of all cases of gastric cancer seen, five-year survivals 
were obtained in 12 per cent survival of all the cases. For the year 1944, which 
was the last year scrutinized, the five-year survival rate was 17 per cent. I think 
if we could detect gastric cancer early enough to be dealing with symptomless 
cancers, in which group the patients with negative lymph nodes would also be 
far greater than in patients with symptoms, the five-year survival also would be 
much better. When we arrive at this stage of innprove ment in the detection of 
gastric cancer, I believe we will have better than a 25 per cent five-year survival 
amongst all cases seen. And even for colic cancer, which is looked upon as a 
rather favorable type of lesion, five-year survival of all cases seen is still less than 
40 per cent. 


In cases in 1944 operated upon in our institution, with negative lymph 
nodes, 64 per cent were well after five years. Cancer of the stomach is a curable 
cancer, but the lament of all surgeons is: why so many late cases? This situation 
must be corrected. 


MODERN TRENDS IN GASTROSCOPY ®t 


HARRY BAROWSKY, B.S., M.D. 
New York, N. Y 


INTRODUCTORY REMARKS 


The other night, I had the pleasure of hearing Dr. Snapper at the Convoca- 
tion, tell us something about the history of clinical teaching. He extolled the 
wisdom of our great teachers for their clinical acuity, and correspondingly 
minimized the value of technical procedures. I found the more that he sub- 
merged the importance of mechanical aids, the smaller in stature was my gas- 
troscope getting. I was heartened and somewhat reassured, however, to find 
that historically, some of these very same great clinicians not only felt the need 
for an objective method for examining the interior of the stomach, but actually 
contributed toward the development of the gastroscope. Consequently, my gas- 
troscope gained in stature again and now I can talk with equanimity about the 
subject which interests me greatly. 


My objective is to acquaint you with the advances made in this field. This 
is important because in the average hospital today, the gastroscopic procedure 
as well as the instruments are somewhat outmoded. I would say that about 90 
per cent of the gastroscopes being used are not too reliable because of technical 
limitations. The reason for this is that important advances made in the instru- 
ment are relative ly very recent and it is too expensive to buy new ones. Another 
probable reason is that clinicians have not had the opportunity to familiarize 
themselves with recent developments. It is, therefore, my purpose to tell you 
of the important recent progress mi ade in gastroscopy. 


Since the introduction of the flexible gastroscope in this country in 1932, 
by Rudolf Schindler, two major developments have taken place. First, was the 
simplification of the technic of the procedure and second, was the modification 
and improvement of the instrument. As a result, gastroscopy can now be carried 
out with comparatively slight discomfort to the patient and with greater diag- 
nostic accuracy. 


Simplification of the tecl:nic has been accomplished by the elimination of 
the more formidable procedures in preparing the patient for this type of exami- 
nation’”. First, in the application of topical anesthesia, an esophageal anes- 
thesia tube is no longer needed. No gargling is necessary. We have found, 


doing over 6,000 examinations that simple swabbing of the pharynx and hypo- 


pharynx with a well saturated cotton swab on a bent applicator will give excellent 
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maaan After trying many types, the anesthetic of choice has been found to 
be a 2 per cent solution of pontocaine hydrochloride. It takes about ten minutes 
to reach its maximum effect and will usually last fifteen to twenty minutes, allow- 
ing ample time for the procedure. 


Prior to instrumentation, the fasting gastric contents is removed so that 
visualization of the interior of the stomach can be attained. In the standard 
procedures, the cumbersome Ewald tube has been advocated, however, experi- 
ence has shown that the gastric contents can be satisfactorily removed with the 
small Levine tube. The intubation following the ane sthesia gives the patient 
relatively no discomfort. 


Changing the position of the patient®* during the examination is also an 
improvement. In some instances, greater visualization of the interior of the 
stomach will be attained. 


To appreciate the great strides made in the improvement of the instrument, 
one must familiarize himself with some of the major problems which clinicians 
had to solve in the development and the perfection of the present day gastro- 
scope. Although mention is made of early attempts at endoscopy by several 
investigators in 1795°, probably the first to practice the passing of a straight 
rod down the esophagus were sword-swallowers. In 1868, Kussmaul®, reasoning 
along those principles and using a sword swallower for a subject, introduced 
the idea of using a straight rigid tube to visualize the gastric mucosa. In 1881, 
Mikulicz’ installed a lighting system in this instrument. He further attempted to 
improve this method of examination by developing a 30° angle (elbowed) 
gastroscope with an optical system and also provided an air channel so that 
the stomach could be inflated. Although a number of others attempted to use 
and improve these rigid instruments, they did not gain any favor because of the 
many technical difficulties and hazards. It was not until 1932 that George Wolf, 
an optical technician collaborating with Rudolf Schindler, perfected the flexible 
gastroscope. 


Since then, the modification and improvement of the flexible instrument has 
passed through several phases. In evaluating each progressive step, the criteria 
of maximum comfort and safety for the patient, must not be sacrificed to attain 
some technical improvement. Unfortunately, this has been done in some cases 


The reason that hazards and limitations were encountered with the rigid 
instrument, and the realization that the flexible gastroscope was needed in its 
stead, is that the esophagus is not a straight tube. About its mid-portion, it 
gradually assumes an anterior position and at its lower end, as it passes through 
the diaphragm to the cardia, it deviates to the left. Introduction of a rigid in- 
strument will forcibly straighten the esophagus and tend to pull the diaphragm 


and cardia toward the right, producing marked discomfort and possible trauma 
to the patient and great difficulty in instrumentation. 
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\fter much experimentation, in the development of the flexible gastro- 
scope, it was found that maximum visualization, compatible with the greatest 
comfort to the patient, was attained by making the distal half flexible. The 
proximal half, being rigid proved no handicap. Any deviation from this, results 
in some disadvantage. Making the flexible portion longer, results in poorer 
visual acuity, whereas, shortening the flexible portion has a tendency to revert 
back to the hazards of rigid instrumentation. 


Despite the original great optical achievement by George Wolf, the majority 
of gastroscopes in use today have definite limitations of vision. As a result of 
blind spots, only 60 to 75 per cent of the gastric mucosa is visualized. This has 
proven to be the gastroscopists’ greatest drawback. The Blind Areas (Fig. 1) are: 
(1) the lesser curvature in the prepyloric area; (2) a small section of the greater 
curvature; (3) a portion of the cardia and fundus and (4) the major part of 
the posterior wall. 


To overcome these blind areas, in this country, the Cameron Instrument 
Co. introduced a gastroscope with a controlled tilting mirror at its terminal end. 
This increased vision only by about 10 per cent. In attempting to solve the same 
problem, Hermon Taylor’, in England, in 1941, developed a “controlled movable 
tip” gastroscope (Fig. 1). This proved of great value and marked a milestone in 
the progress of gastroscopy. It increased the total visualization of the interior 
of the stomach from 60 to about 90 per cent. In order to attain this mechanical 
advantage, however, he had to shorten the flexible portion of the instrument to 
such a degree that the major length of the gastroscope was rigid so that instru- 
mentation had to revert to all the hazards and difficulties originally encountered. 


In this country, the same principle of a “controlled movable tip” was intro- 
duced by Chamberlin? (Eder). Although the flexible portion was made a little 
longer, totaling 15 cm., the rigid part was still too long, now being 51 cm. of the 
length of the instrument. Consequently, many of the difficulties encountered with 
rigid instrumentation were still in evidence. In addition, “cut off” of vision was 
a frequent complication. After several years of experimentation together with the 
author, Eder has finally perfected the most efficient gastroscope, one having a 
“controlled movable tip” without any sacrifice to the flexible portion, half is 
flexible and half is rigid. 


Another achievement in gastroscopy, has been accomplished by the develop- 


ment of a gastroscope with a biopsy forceps by Benedict!®. This instrument, 


however, still will need further improvement. At present, it has several disad- 
vantages. The diameter is too wide, being 16% mm. (the upper limit of safety is 
15 mm.). The average gastroscope has a diameter of 10 mm. It also does not 
have a “controlled movable tip” and therefore has limited vision. Furthermore, 
biopsy specimens are not always satisfactory. 
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Up to now, these important advances were made in different instruments, 
the movable tip in one and the biopsy attachment in another. It is logical to 
assume that the ideal gastroscope should have maximum range of vision (a “con- 
trolled movable tip”), a biopsy mechanism and still have a relatively small 
diameter of 10-13 mm. Remarkably enough, all these qualities are in the process 
of finally being attained in a single instrument. 


Another important development was the improvement of gastroscopic pho- 
tography. Segal and Watson" have recently constructed a photographic appara- 


Improving Visvaliaation of the Stomach 
with a Controlled Movable Tip Gaistroscope 
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tus which can be attached to the eye piece of the flexible gastroscope. Satisfactory 
color photographs of the gastric mucosa were obtained in 61.5 per cent. Their 
camera is somewhat complex and expensive. Further simplification will have to 
be made before it can be used in routine gastroscopy. 


SUMMARY 


The clinician should re-orientate his concept of gastroscopy. Marked ad- 
vances have been made in this procedure since the introduction of the flexible 
instrument in 1932. The technic has been greatly simplified and is readily adapt- 
able to everyday practice. 
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In addition, great strides have been made in the improvement of the instru- 
ment. The development of a safe “controlled movable tip” is of major importance. 
It tends to overcome the greatest handicap that confronted the gastroscopist, 
limitation of vision. Furthermore, the ability to take gastric biopsies and do 
better gastroscopic photography will further enhance this important diagnostic 
procedure. 
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DISCUSSION 


Dr. I. Snapper:—In the course of the decades instruments are always being 
ameliorated, and the gastroscope is no exception. 


As Dr. Barowsky has so carefully explained, the first gastroscopes were rigid 
instruments, of which clinicians were very much afraid, because they so often 
caused perforations. Thus the flexible gastroscope as first introduced by Schindler 
was considered a tremendous step forward. But last year a rigid instrument was 
again recommended and, as Dr. Barowsky reported, Taylor very recently intro- 
duced a semirigid instrument. 


An improved form of the flexible type, as now demonstrated by Dr. Barow- 
sky, should therefore be a very welcome addition to our armamentarium. 


Dr. Barowsky is a real Hippocratic physician, because he says under no 
condition should one sacrifice the well being of the patient to the instrument. 
Although gastroscopy is a very important diagnostic procedure, it is still an 
instrumentation which involves a considerable amount of discomfort. 


PSYCHOTHERAPY IN DISORDERS OF THE 
GASTROINTESTINAL TRACT® 


FREDRIC WERTHAM, M.D 
New York, N. Y 


A member of your Association has asked me whether I would in this brief 
talk restrict myself to questions of practice, or whether I would discuss only 
theoretical aspects. It seems to me that theory and practice are inseparable. 


My experience with the psychiatric aspects of gastroenterological disorders 
of every kind comes from three sources: mental hygiene clinics connected with 
general hospitals, many years of experience as psychiatric consultant in a large 
general hospital and psychotherapy in private practice. The relations between 
psychiatry and gastroenterology are manifold and an indication of the clinical 
varieties can be found in a brief summary in the Collected Papers of Adolf Meyer". 


I would like to present to you briefly a case, and from this example discuss 
with you some of the problems that come up today in the psychotherapy of 
gastrointestinal disorders. 


A man of 46 was referred to me by a general physician. His main complaint 
was constipation. He had been to many physicians, including specialists in 
gastroenterology, and had discussed his symptoms with many druggists. He 
knew all about laxatives—he thought he did, at least—and anyhow, he knew all 
their names. He did not like being referred to a psychiatrist and at first talked 
to me only about the minutiae and variations of his main symptom. Not without 
difficulty I found out that he had subordinated his entire love and sex life to the 
problem of bowel movements. He discovered that under certain circumstances 
intercourse was a help for his constipation. On the other hand, it sometimes had 
the opposite effect. As a result he simplified his life—and at the same time com- 
plicated it considerably—by this correlation he had worked out. I should add that 
he was a successful business man. 


The first principle that this case illustrates is the necessity of a psychiatric 
diagnosis. Too often, nowadays, psychiatrists and psychoanalysts consider them- 
selves modern if they disreg: sard the question of diagnosis and start right off with 
therapy, hiding be hind the cliché that e very patient is different from every other. 


Our patient, as a matter of fact, was a severely psychopathic personality whose 
whole emotional life was rigid, obsessive and introverted. That diagnosis deter- 
mined the form of psychotherapy and limited its goal to improvement on the 
basis of careful guidance. You cannot destroy the defensive obsessive structure 
in such a patient without the risk of more severe disintegration, in which case 
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you would be doing him more harm than good. Actually, this patient learned 
to face his sexual and social problems a little more constructively, and the con- 
stipation did improve. 


How important is the chief complaint in such a patient? You will read in 
some of the psychiatric literature that almost everything should be subordinated 
to the complaint, while in other psychiatric books and papers you find just the 
opposite, namely that the complaint should be entirely disregarded and the 
patient treated as if he had said nothing. Common sense as well as science will 
tell you that a middle course is indicated; in the first phase you have to give the 
patient a chance to elaborate on his complaint to his heart’s desire; then you 
scrutinize his life history without regard for the complaint. Much later the mean- 
ing of the complaint—in our case, the symbolic relationship to avarice and 
rectal erotism—demands consideration again. 


Ve hear a great deal today about the “patient as a whole”, the “total 
person” and the “total picture”. These were progressive concepts directed 
against the older views that pathological sequences can be taken apart and 
understood like a mosaic. Formerly, for example, oral behavior used to be 
correlated with the hypoglossus segment of the central nervous system, whereas 
we now know it is a question of the whole gastrointestinal tract and the whole 
person. But | would like to warn you against the use of such expressions as 
the “total person” as a cliché, for they imply a sort of omniscience on the part 
of the physician who has the temerity to say that he knows the total picture when 
any day new factors of etiology may be discovered. 


The fundamental fact for the understanding of psychological aspects of 
gastrointestinal disorders is that the oral and rectal spheres are points of localiza- 
tion of very primitive and simple psychic defense mechanisms: eating and vom- 
iting, diarrhea and constipation. You are all familiar with the child who when 
going to school for the first time vomits on the way or in the classroom and has 
to be sent home, or the middle-aged person who, on an emotional basis, indulges 
in overeating, or the boy who feels the need of an urgent bowel movement on 
the way to a dreaded examination or a swimming contest. Our patient of course 
uses his constipation to express fear and failure in a totally different sphere of 


his life. 


Such considerations are not speculative. They are scientific and in suitable 
special cases are open to proof. In practice, however, the question is who should 
explore these psychological factors. | have come to the conclusion that if the 
majority of patients really are going to get help, the general physician and the 
specialist in gastroenterology can do a good deal of the psychotherapy them- 
selves. Nowadays patients are pushed into a considerable dilemma. The somatic 
physician dismisses him, refers him to a psychiatrist—and the patient then finds 


himself in the midst of a prolonged psychoanalysis with the aim of changing their 


personality! Could the collaboration between psychotherapists and gastroenter- 
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ologists not be much simpler? Why couldn't the patient be referred to the psycho- 
therapist just for consultation? After a report, in many cases brief forms of psycho- 
therapy, and sometimes mere counselling and advice, can be of great benefit to the 
patient. Nowadays many patients, who either financially or emotionally cannot 
afford psychoan: ily sis (which incident: lly, they may also not even need), do not 
receive the simple medical advice about their lives which the *y desperately do 
need. Of course there are patients who should have prolonged psychoanalysis, but 
the indications for that should be more strict than they are at present. 


The term psychosomatic is used with different meanings. For some it has 
the narrow meaning of the emotional causation of physical disorders. For others 
it includes almost any practical mind-body problem. How contradictory the 
recent literature on psychosomatic medicine is can be seen from the fact that 
some authors unqualifiedly advise orthodox psychoanalysis while others state 
that psychosomatic illness is “refractory to the classical technic’. Speaking of 
current practice, | would say that psychosom: itic medicine is apt to be so over- 
inflated that serious physic: al conditions are overlooked. It used to be that emo- 
tional factors were overlooked. But | know many examples where the opposite 
is true. For a very clear statement of the questions involved I refer you to an 
excellent paper on psychosomatic symptom formation by Ida Mac alpine that 
appeared in The Lancet recently. Her definition is undoubte dly true for a great 
many cases: “A psychosomatic symptom is a rudimentary, disguised, and only 
partially expre ssed emotion, somatically displayed without awareness of its sig 
nificance”. You will see that this definition fits our patient. Dr. Macalpine also 
makes the point that psychosomatic conditions in a very strict sense do not 
resemble neuroses but are analogous in many ways to psychotic behavior. This 
of course must influence the form of psychothe rapy chosen. 


An important psychophysiological aspect of gastrointestinal disorders is 


rhythm. In sexual behavior the question of rhythm and cyclic changes has been 


much more fully studied, but I believe it is just as important in gastrointestinal 
fiinctions: the rhythm of gastric and intestinal contractions and especially the 
rhythm of hunger and its satiety, intake and elimination. Often there is a vicious 
cycle in which disorders of rhythm in themselves disturb the general balance and 
that leads in turn to further disorders of rhythm. 


It is not sufficiently realized that disorders of rhythm in one sphere are 
sometimes correlated with those in another. The most elementary rhythmic 
change of the organism is of course that of sleeping and waking. When disorders 
of rhythm in gastrointestinal function and in sleep exist side by side, it is thera- 
peutically necessary to give the patient regular sleep as quickly as possible. 


From my studies on psychiatric patients in a general hospital I distinguish 
four basic bodily states which (a) are characterized by a special tonus of part 
of the vegetative nervous system and special chemical findings, and (b) are 
correlated with emotional states. 


— 
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One such fundamental state of the organism is “The body prepared for fight”, 
with typical sympathetic stimulation and adrenalinemia. Closely related to this 
state,—in fact, inseparable from it,—is what I call “The body prepared for flight”, 
with the emotional reaction of fear. 


The second fundamental state is the very opposite: what I call “The body 
prepared for digestion”. There is a Pennsylvania Dutch proverb that says “Man 
and wife are one, but each has a stomach”. Digestion is a solitary and unemotional 
affair. It requires peace and calm. There is an antagonism and balance between 
thyroid secretion and pancreatic secretion. The teeth, the beginning of the 
alimentary tract, are the most outspoken instrument of aggression that the 
organism has. And the saying goes: “If you show your teeth and are angry, you 
can't have a perfect digestion”. 


There are two more such fundamental physiological-emotional states. One, 
the third, is “The body prepared for sex activity’, which is physiologically 
nearer to “The body prepared to fight”, and the fourth is “The body prepared 
for sleep”, which is nearer to “The body prepared for digestion”. 


The cental regulation of these four basic states is located in the diencephalon. 
They are all greatly influenced by psychological factors. Chernov* has recently 
succeeded in affecting by psy chological means the level of adrenalin and 
acetylcholine in the blood. 


From a morphological standpoint the gastrointestinal tract shows an im- 
portant difference from the sexual apparatus and the circulatory, respiratory, 
motor, visual, auditory and tactile ones. That is, that it is not symmetrically con- 
stituted. I have never seen that mentioned; but I am convinced that it is a sign 
of more primitive genetic origin and indicates a correlation with more primi- 
tive psychological states, including the existence of eidetic pain. Reflect for a 
moment that even the nose, which psychophysiologically has so much to do with 
food intake, is not symmetrical in the sense that the ears are. 


The complaint of my patient may well be viewed as a form of hypochon- 
driasis. Hypochondriasis is not an illness, but a symptom, and a very important 
one. It may occur in one form or another in almost any psychiatric condition 
from the mildest form of neurosis to an outspoken psychosis. Very frequently 
hypochondriasis attaches itself to the function of the gastrointestinal tract. It is 
particularly important to realize that such hypochondriacal conditions can occur 
either without any organic involvement at all, or in connection with some such 
involvement. This was well-known to the old time physician who used to speak of 
hypochondriasis cum materia and sine materia. 


The more serious forms of hypochondriasis need intensive psychotherapy. 
But I would like to point out to you that hypochondriasis may often be a super- 
ficial symptom and may be induced by some chance reading or by some chance 


remark made by a physici ian. | have desc ribed this in the psychosomatic study 
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of myself which I recently contributed to the book When Doctors are Patients’. 
It is my belief that in cases of superficial hypochondriasis the patient is better 
off if the original somatic physician straightens him out without calling in a 
psychiatrist. In this connection I should like to point out to this audience that 
a great deal of hypochondriasis is produced commercially. I am referring not 
only to radio announcements about laxatives and laxative habits, but especially 
to the vicious advertisements in comic books which make perfectly normal 
children and adolescents hypochondriacal about skinniness and obesity. 


It is my belief that of all gastrointestinal disorders, gastric ulcers are those 
with which the psychotherapist can help most. I have seen many wrong referrals 
for psychotherapy in gastrointestinal disorders; but I have never seen a patient 
with gastric ulcer symptoms of any description referred to a mental hygiene 
clinic in whom psychotherapy was not indicated and helpful. 


It is often said that there are special personality types correlated with specific 
psychosomatic conditions. In a limited sense that is true, but it has been much 
exaggerated. More important is the fact that there has been a change in the form 
of psychoneurotic conditions that come to the attention of the psychotherapist. 
Hysterical convulsions and hysterical paralysis of limbs, so much discussed forty 
years ago, are now a rarity. Psychopathological conditions in which symptoms 
concerning the gastrointe stinal tract play a part, on the other hand, have greatly 
increased in recent years. Undoubte ‘dly this has something to do with the 
pressures of our social life which cause doubts and anxieties. This leads us to 
the consideration that in any discussion of psychotherapy we should not forget 
the aspect of prevention. Fear and disorders of the gastrointestinal tract are 
closely related. I am certain that if there were less fear there would be less need 
for psychotherapy of disorders of the gastrointestinal tract. 
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DIscuSssION 


Dr. I. Snapper:—So far as the psychotherapy of ulcerative colitis is concerned, 
our psychoanalytical colleagues assert that it is dangerous to psychoanalyze a 
person with ulcerative colitis. In their opinion, it is much better that such a 
patient be treated by a gastroenterologist who is interested in psychosomatic 
medicine, than by a genuine psychoanalyst. 


Even in psychiatry, customs and fashions prevail which change in different 
periods. In olden times, the patients of the psychiatrist developed spastic attacks 
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and hysterical paralysis during the clinical demonstration, evidently under in- 
Huence of the mysterious, but powerful, suggestions of the famous Charcot and 


his pupils. Is it possible that during their conversations with the modern psychol- 


ogists and psychoanalysts, the patients aggrandize the importance of their sexual 
conflicts which then have to be ironed out in long and difficult sessions. Could 
this be one of the reasons why the psychoanalysts recommend the gastroenterolo- 
gist interested in psychotherapy for the psychotherapeutic treatment of the 
patients with ulcerative colitis? 


THE DIAGNOSIS OF PANCREATIC DISEASE?®t 


ALEXANDER RICHMAN, M.D 
New York, N. Y. 


The diagnosis of diseases of the pancreas is at all times a challenging prob- 
lem. Our ability to detect signs of anatomical or functional abnormality is 
severely limited by the fact that the pancreas, like the liver, has a large reserve 
and that despite extensive destruction of the gland, few clinical signs may be 


present. The anatomical location of the gland renders it inaccessible to the usual 


methods of physical diagnosis and although great advances have been made in 
roentgenologic approach to the pancreas, no reliable radiographic methods have 
as yet been developed to visualize it other than by its relations to neighboring 
viscera. 


It would seem advantageous to review some of the recent advances in the 
pnysieiogy of the pancreas, and their application to the recognition of its 
diseases. The necessity of maintaining a high index of diagnostic suspicion can- 
not be overe mphasized if diseases of the pancreas are to be recognized in their 
earliest forms. In this connection, the importance of an exhaustive history cannot 
be too strongly stressed. 


One of the outstanding symptoms of pancreatic disease is pain. All patients 
suffering from upper abdominal pain of acute or more prolonged nature, should 
be suspected of harboring a diseased pancreas. The varying location of this 
pain depending upon that portion of the pancreas which is involved, has been 
studied in the experimental subject by Bliss, et al'. They have conclued that 
pain, arising in the head of the pancreas localizes in the epigastrium to the 
right of the midline; that pain originating in the body of the pancreas centers 
in the mid-epigastrium and that pain starting in the tail of the pancreas is local- 
ized in the left epigastrium. Pain arising in all parts of the pancreas may be 
referred to the back. 


Certain characteristics of pancreatic pain are worthy of note. The pain of 
chronic pancreatic disease may be relieved by the assumption of the crouching 
position. The association of abdominal pain and sudden changes in the psyche 
in neoplasm of the pancreas is not uncommon and although adequate explana 
tion is lacking for this occurrence, the diagnosis of pancreatic carcinoma may 
be facilitated if this is borne in mind 


Among other important clinical associations in pancreatic disease are the 
recent or sudden onset of diabetes, and the higher incidence of pancreatic 
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carcinoma in diabetics. Jaundice is seen when the inflammatory process of an 
acute or chronic pancreatitis involves the common bile duct or when carcinoma 
infiltrates the duct wall or metastasizes to nodes at the porta hepatis. Painless 
jaundice is not as common an observation in carcinoma of the pancreas as was 
once formerly thought. Nevertheless, the onset of jaundice without pain, ac- 
companied by the finding of an enlarged gallbladder (Courvoisier’s law) is 
sufficiently suggestive to warrant the suspicion of carcinoma of the head of the 
pancreas. Recurrent jaundice has been noted in chronic recurrent pancreatitis 
and many cases of acute pancreatitis may evidence icterus at some time during 
the course of the disease. When disease of the pancreas involves sufficient acinar 
tissue, defects in the formation of enzymes will occur and fat and protein diges- 
tion will suffer, accounting for the steatorrhea and creatorrhea seen fairly often. 


Until the work of Elman’, acute pancreatitis was usually diagnosed by 
exclusion or at operation and autopsy. Only the crudest laboratory procedures 
were used in the analysis of blood, gastric or duodenal contents, or the feces 
and urine, in the chronic forms of pancreatitis. 


The most valuable methods for determining disease of the pancreas are 
those involving study of the concentration of blood enzymes. Serum amylase is 
the most easily measured enzyme, and the work of Wohlgemuth*® and Somogyi‘ 
has helped to simplify and extend its utilization. Serum amylase is derived almost 
wholly from the pancreas, and in very small part from the liver and the salivary 
glands. It is almost always elevated at some stage in the course of acute pancrea- 
titis, values above 200 Somogyi units being considered pathognomonic of the 
disease. The mechanism of the increase in circulating enzyme is assumed to be 
due to backpressure within the pancreatic ductal system with retrograde passage 
of the enzyme through the capillaries into the blood stream as shown by Howard, 
Smith, and Peters®. 


Elevations of serum amylase to 8,000 units or more per 100 c.c. of blood 
have been reported in acute pancreatitis. In some of the milder forms of pan- 
creatitis, a much smaller rise may be present only for a few hours, making it 
imperative for early and frequent examination in the course of the disease. Not 
infrequently, a drop to normal may take place shortly after the onset of the 
disease indicating early resolution. On the other hand, a sudden sharp drop may 
be indicative of extensive destruction of the pancreas, accounting for lack of 
formation of the enzyme. In our experience, the serum enzyme values have 
served as an indication of the severity of the process so that lower figures are 
usually seen in the mild edematous type, and the higher values are encountered 
in the hemorrhagic and necrotic group. Serum lipase usually parallels serum 
amylase. It is, however, a test which most hospital laboratories have not included 
in their routines because of additional expense and because of the 24 hour delay 
in obtaining a result. The worth of urinary amylase determinations has been 


debated, although in general, it has been established that urinary amylase 
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parallels serum amylase for the most part, but, tends to return to normal later. 
Occasionally, cases of acute pancreatitis will show elevated urinary enzyme 
values for a short period when the blood amylase is normal’. 


Innerfield has recently reported observations on the antithrombin titer in 
55 cases of acute pancreatitis’. The diagnosis of acute pancreatitis was based on 
elevation of the blood amylase and compatible clinical histories, confirmed by 
operation or autopsy. Fifty of these patients showed a mean clotting time of 27.6 
seconds as compared with 16.4 seconds for normal controls. The advantage of the 
method lies in the comparative ease and the rapidity, only ten minutes, with 
which the procedure can be carried out. The elevated titers may persist through- 
out the course of the disease, and may be of diagnostic value long after the 
serum amylase had dropped to normal. Elevated titers have been found by the 
same observers in pancreatic carcinoma’. 


In recent years, certain other clinical conditions have been found to be 
associated with increased blood enzyme values, notably perforated peptic ulcer, 
intestinal obstruction and uremia. The differentiation between acute pancreatitis 
and these conditions will rest on other clinical and roentgenological points, 
especially the history, the finding of free air under the diaphragm and associated 
rise in blood urea nitrogen. 


Occasionally blood sugar elevations will be met with in acute pancreatitis, 


indicative of temporary or even permanent islet cell disturbance. Hyperglycemia 
is present in from 5-10 per cent of cases of acute pancreatitis, and is for the 
most part of a temporary nature. 


Blood calcium depressions were first reported by Edmonson and Berne® 
and are due to mobilization of calcium from the blood into the areas of fat 
necrosis in order to saponify the free fatty acid released by the action of pan- 
creatic lipase on the fats of the omentum and mesentery. Values below 9 mg. per 
100 c.c. were found by them in 36 of 50 cases of acute pancreatic necrosis. Con- 
centrations below 7 mg. were usually associated with a fatal outcome. More 
recently Edmonson, et al'® have commented on lowered potassium concentra- 
tion in cases of acute pancreatitis, levels below 4 meq/] having been found in 
19 of 27 cases. They have ascribed this hypokalemia to urinary loss, nasogastric 
suction, lowered potassium intake, and the alarm reaction. These lowered 
potassium values, in addition to the coronary insufficiency accompanying the 
disease, may be responsible for the electrocardiographic changes reported by 
Gottesman, Casten, and 


While unanimity of opinion exists as regards the value of blood serum 
enzyme determinations in acute pancreatic disease, no such agreement attends 
the worth of these values in chronic pancreatic disease, such as pancreatitis 
and carcinoma. Elevations of blood amylase and lipase are assumed to be the 
result of obstruction to the flow of pancreatic juice, through a ductal system 
which may be compressed by fibrotic tissue around it or by calculi within or 
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without the ducts as in pancreatitis, or by cells obstructing the ducts as in 
carcinoma. Johnson and Bockus'? have reported hyperlipasemia in two-thirds 
of a series of cases of pancreatic carcinoma, Gambill, Waugh, and Dockerty™ 
“hi recently reported a case of pancreatic carcinoma in which both serum 
amylase and lipase were elevated persistently for a period of one year, and 
emphasize that this persistent elevation may be characteristic of pancreatic 
tumor. In most cases of pancreatitis and carcinoma, however, fasting blood 
enzyme levels have not contributed to the diagnosis. In an effort to apply 
physiologic concepts to enzyme studies of pancreatic disease, Lagerlof'* admin- 
istered secretin intravenously to normal patients to stimulate pancreatic flow 
and simultaneously injected morphine subcutaneously to cause spasm of the 
sphincter of Oddi, thereby producing obstruction to the flow. Occasionally, this 
procedure caused pain suggestive of biliary colic and many of the patients 
showed elevation of serum amylase. Myhre, Nesbitt, and Hurly’® used a combi 
nation of morphine and secretin in normals and obtained a rise in serum enzymes, 
whereas, the same procedure produced no rise in patients suffering from chronic 
pancreatitis. Heffernon and Gunter'® used secretin and mecholyl and found no 


elevation of serum enzyme in 15 normals. Only three out of 10 cases of proved 


pancreatic disease showed a rise in serum enzymes. Lopusniak and Bockus'’ 
used secretin only in eight patients with advanced pancreatic insufficiency and 
observed no appreciable rise in serum enzymes. A marked elevation was obtained 
in two cases of carcinoma of the head of the pancreas. Knight, Menther, and 
Sommer™ found a rise in serum enzymes in their cases of chronic recurrent 
pancreatitis, following stimulation of pancreatic secretion by prostigmin. 


Burke, Plummer and Bradford*’ found elevated values after morphine, 
mecholyl and secretin in a significant number of patients without pancreatic 
disease and a lesser response in eight a atients with known pancreatic affection. 
Gross, Comfort, Mathieson and Power”? were able to show elevated serum enzyme 
values in patients without demonstrable pancreatic disease who had been given 
two grains of codeine by hypodermic injection. 


The significance of the serum enzyme response, in the light of these ob 
servations, requires elucidation since confusion may easily result. It would seem 
that in severe advanced pancreatic disease no elevation of enzymes results 
because of inadequate functioning pancreatic tissue, and regardless of the degree 
of obstruction to pancreatic dow by morphine, no elevation of serum enzymes 
can occur. On the other hand, elevation can be produced in normals and i 
patients with carcinoma of the pancreatic head. Therefore, the results must se 
interpreted together with the clinical picture before significant conclusions can 


be reac hed. 


Most reported studies of pancreatic response to secretin in’ pancreatic 
disease have dealt with the blood enzyme changes, rather than with the enzyme 
response in the duodenal aspirate. Dre iling*’ has analyzed a group of 61 cases 
of pancreatic carcinoma and has found an altered response in all cases other 
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than those limited to the tail. Characteristic findings included a quantitative 
decrease in the volume aspirate with corresponding drop in amylase concen- 
tration and bicarbonate concentration. In chronic pancreatitis”, the reverse has 
been true, that is, a qualitative decrease in enzyme response and bicarbonate 
concentration with only moderate decrease in the volume. On the basis of this 
and other work, one may expect greater help from the studies of the duodenal 
aspirate than from the blood enzyme studies. The procedure of duodenal intuba- 
tion and collection after secretin, however, involves a more elaborate laboratory 
set-up than most hospitals are able to provide. 


Examination of the stools in advanced chronic pancreatitis and pancreatic 
carcinoma has demonstrated marked increase in fecal fat and nitrogen, due to 
deficiency of pancreatic enzymes”. 


Study of the pancreas by x-ray is difficult because the organ cannot be 
visualized directly in view of its similarity in density to that of other structures 
in the abdomen. In addition, there is no known method of visualizing the pan- 
creatic ductal system other than by reflux from the common bile duct into the 
pancreatic duct during cholangiography and even under these conditions, only 
about 20 per cent of cases will show the main duct**. As yet, no radiopaque sub- 
stance has been developed which when injected into the blood system will out- 
line the pancreatic ductal system. 

Some lesions of the pancreas may be recognized by virtue of calcification 
within the gland, as in chronic pancreatitis with calcinosis, or in pancreatic 
cysts and pseudocysts in which calcification has occurred within the wall**. 


The roentgen signs of acute pancreatic inflammations are the presence of 
haziness in the flat film, obliteration of the psoas outlines, elevation of the left 
diaphragm, pleural effusions, paralytic ileus, and the so-called “sentinel loop” 
of jejunum found in the upper left quadrant. If the patient's condition permits 
barium ingestion, elevation of the stomach and the widening of the distance 
between the stomach and the transverse colon may be demonstrated. 


Tumors and cysts of the pancreas may be recognized in many cases by 
virtue of pressure effects on surrounding hollow viscera which are capable of 
being outlined by opaque media, such as barium. Tumors in and around the 
region of the head of the pancreas by pressure on the second portion of the 
duodenum will produce enlargement of the curve and evidence of extrinsic 
pressure on the medical aspect of the pylorus or duodenal bulb. Mucosal distortion 
and narrowing of the lumen, displacement and fixation of the loop may fre- 
quently be demonstrated. The Frostberg sign (the reversed figure of three of 
the duodenal loop) has come to be recognized as a pathognomonic sign of 
carcinoma of the head of the pancreas. 


In many cases of pancreatic carcinoma and chronic pancreatitis, diagnosis 
will be impossible unless exploratory operation is undertaken. Frequently the 
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pancreas may be recognized on gross observation to be the seat of a neoplastic 
process. Occasionally, biopsy will be necessary before the differentiation can be 
made. In a few instances even after microscopic examination the carcinoma 
tissue may not be discovered, having eluded the resecting knife and only in- 
flamed pancreatic tissue may be seen. For these cases, aspiration biopsy with 
the Vim-Silverman needle at the time of operation has been advocated. 


The cytologic study of pancreatic disease has assumed much importance in 
recent years as a result of improved methods of collection and examination of 
the duodenal aspirate. Lemon and Byrnes™ have obtained positive Papanicolaou 
smears in five cases of carcinoma of the body and head of the pancreas. Others 
report that the procedure of duodenal drainage is being done routinely in many 
cases of suspected pancreatic carcinoma with a high incidence of positive 
determination. 


SUMMARY 


The diagnosis of pancreatic disease depends to a large extent upon the 
awareness of the clinician of the possibility of the existence of abnormality of 
the organ and of the proper use of the laboratory measures which advances 
in physiology, chemistry, radiology, and surgery have produced. These include 
the utilization of blood serum enzyme studies in the resting state and following 


the administration of secretin and spasmogenic agents. The importance of duo- 
denal intubation and study of the duodenal aspirate for changes in the quantita- 
tive volume, bicarbonate and enzymes is great, and the additional labor required 
in the use of the method should not prevent its general use. 


Study of cells from the duodenal aspirate by the Papanicolaou technic may 
be of absolute value in the recognition of carcinoma of the pancreas. 


Radiographic studies, both with and without the use of contrast media in 
the biliary and gastrointestinal tracts should be used extensively in efforts to 
establish the existence of pancreatic disease. 


In these cases in which a clinical diagnosis cannot be made, exploratory 
laparotomy will be necessary before disease can be established. 
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Discussion 


Dr. I. Snapper:—The diagnosis of pancreatic disease still is difficult even 
with the help of modern methods. As Dr. Richman has brought out, a patient 
with a recent diabetes who develops fatty diarrhea, especially if he belongs to 
the middle-aged group, usually has a pancreatic malignancy, even if the results 
of the modern methods of investigation are negative 


It is, of course, regrettable that the increase of pancreatic enzyme in the 
blood in pancreatitis is so ephemeral. In a patient with pancreatitis, a high lipase 
or high amylase reaction in the blood may be found on one day and the next 
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morning the enzyme may have disappeared, although the patient may be much 
sicker. As Dr. Richman has also explained, in the later stages of pancreatitis, 


the increase of the enzyme content of the blood has a tendency to disappear. 


Clinicians used to distinguish between atoxyl resistant lipase which was 
produced by the pancreas and lipase which came from the liver and was inhibited 
by atoxyl. All this was investigated with the help of stalagmometric determina- 
tions of lipase with tributyrin as a base. 

Is it known whether the lipase which is secreted in the duodenal juice after 
secretin injections, is resistant against atoxyl? And does the atoxyl-resistant lipase 
of the serum increase after secretin injections? 


EDITORIAL 


DIARRHEA 


Diarrhea is an entity which often baffles the physician and in order to treat 
this symptom-complex correctly, the physician must be in a position to differen- 
tiate the following forms of diarrhea: Gastrogenic diarrhea; nervous diarrhea; 
intestinal fermentative dyspepsia; chronic intestinal catarrh or enteritis; ulcera- 
tive colitis; bacillary dysentery; amebiasis; ileitis; tubercular enteritis and allergy. 

The etiology of these diarrheas is undoubtedly due to abnormal irritation of 
the mucous membrane of the intestine by noxious substances, the prolonged 


use of certain drugs, or may be a symptom of general infectious diseases, such 
as typhoid, dysentery, septicemia, etc. 


In the gastrogenic diarrhea, one must study the gastric and pancreatic 


chemistry and determine the absence or diminished amount of hydrochloric 
acid and/or pancreatic enzymes. Even in the presence of hyperacidity, there may 
be a diminished amount of pepsin secretion. In achylia gastrica, because of the 
absence of hydrochloric acid in the stomach, reflex closure of the pyloric sphincter 


may be delayed and the entire undigested food enters the small intestine. in 
creases peristaltic action and diarrhea occurs. Unless the primary cause is recog 
nized, chronic intestinal catarrh will be the result. 


To diagnose diminished or absence of normal gastric secretion, the old 
method of analyzing the fasting gastric content or the use of the Ewald or Boas 
test meal extracted by means of the stomach or duodenal tube, may now be 
relegated to the past. Although this new method does not permit determination 
of the degree of acidity present, it does indicate the presence or absence of free 
hydrochloric acid. Intubation is avoided by the use of Diagnex (Squibb) which 
consists of the quinine resin for the test and a capsule of caffein sodium benzoate 
to stimulate gastric secretion. 


Each test package contains instructions on how to take the capsule and resin 
and how to collect the urine, which is sent to the physician or a laboratory, for 
determining the presence of quinine in the collected urine two hours after 
administration of the Diagnex. 


“When free hydrochloric acid is present in the stomach, the quinine indicator 
resin is displaced by the hydrogen ions of the gastric hydrochloric acid. The 
quinine thus displaced is absorbed from the small intestine. When free hydro 
chloric acid is absent, the quinine indicator is not displaced and no quinine will 
appear in the urine excreted within two hours after the administration of the 
resin compound.” 
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Use of Diagnex avoids intubation, is a useful and simple test with no dis- 
comfort and may be used as a preliminary study in patients with minor gastric 
complaints. 


Another useful test for determining gastric and intestinal function in diar- 
rheal states is the test diet of Schmidt. This diet is given for three days and 
consists of two glasses of milk, tea or cocoa, one roll and butter, one soft boiled 
egy at 8:00 A.M. At 10:00 A.M., oatmeal cooked in milk and strained. One 
quarter pound of chopped lean beef and baked or mashed potato is given at 
1:00 P.M. Four o'clock in the afternoon, the meal is the same as for breakfast, 
omitting the egg. Two glasses of milk, roll and butter and one or two eggs—soft 
boiled or scrambled, is given at 7:00 P.M. 


The patient is instructed to move his bowels daily without a laxative. He is 


asked to bring a fresh specimen of his stool on the fourth day, a small particle 
of this stool is rabbed up with a little water and spread over a dark plate. Macro- 
scopic and microscopic examination may reveal large remnants of connective and 


muscle tissue closely approximated. These findings signify gastric and intestinal 
disturbance. 

The administration of a capsule containing cudbear at the beginning and 
end of the test is not essential. 

Diarrhea may be caused by psychogenic influences, especially in individuals 
who are easily upset, excited or frightened. Reflex diarrhea may be caused by 
certain foods, hot or cold drinks, allergy or disease of the various organs, 

Patients who complain of peristaltic unrest, griping pains, frequent liquid 
stools with or without mucus, are highly neurasthenic and may bring on these 
symptoms by excitement or fright. Gastric, stool examination and roentgenog- 
raphy fail to show evidence of organic involvements. 

Various allergens, especially milk, eggs, chocolate, may also produce diar- 
rhea. 

Diarrhea caused by other agents need not be discussed here. 

Treatment in these diarrheas depends upon the exciting cause and an attempt 
must be made to eliminate or overcome the etiologic factor. 


Diet, psychotherapy, antibiotics are indicated according to the cause. 


SAMUEL Wetss, M.D. 
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KSOPHAGUS 
ESOPHAGEAL HIATUS HERNIA OF DIAPHRAGM: R. H. Sweet. Ann. Surg. 135:1, 


1952. 


The author reports a study of the ana- 
tomic characteristics of esophageal hiatus 
hernia based on 111 transthoracic opera- 
tions. In 87 patients the preoperative diag- 
nosis was short-esophagus type of hernia, 
but on surgical ‘malate this was found 
to be true in only four cases. He proposes 
that this type of hernia be called the “sliding 
type”, and has renamed the paraesophageal 
type of diaphragmatic hernia as the “para- 


hiatal type”. The congenital short esophagus 
with thoracic stomach is therefore considered 
not a true hernia in the surgical sense. The 
incidence of sliding hernia was 87 per cent, 
that of parahiatal hernia 6.3 per cent, and 
that of congenital hernia 4.5 per cent. Fol- 
low-up of six months or more showed that 
87 per cent of his patients were cured of 
their symptoms 

Louts A. RoseNBLUM 


SURGICAL CONSIDERATIONS IN DIVERTICULA OF THE ESOPHAGUS: Michael 
E. DeBakey, John P. Heaney and Oscar Creech, J.A.M.A. 150:1076-1082 (Nov. 15), 
1952. 


The commonest site of diverticula is at 
the pharyngoesophageal junction. The pres 
ent view for eradication is surgical removal, 
the difference of opinion being only in the 
one-stage or the two-stage operation. 

The next site of diverticula is at the bi- 
furcation of the trachea, where abundance 
of lymph nodes and lymphatics produce 
the traction type diverticula as a result of 
extraesophageal inflammatory disease, par- 
ticularly tuberculosis producing fibrosis and 
resulting contracture. These diverticula are 
situated on the anterior wall of the esopha- 
gus, small and funnel-shaped as a rule, but 
they can become quite large. Fixation of 
the tip of the diverticulum does not allow 
a downward course, and there is little re- 
tention or accumulation of food, due in one 
part to the functioning muscular coat sur- 
rounding the dilatation and to the fibrotic 
fixation of the sac. Only one third of this 
type exhibit symptoms of dysphagia, pain 
or hemoptosis, the one danger being ero- 
sion of the tip with the formation of an 
esophagotracheal or bronchial fistula. 

No surgical intervention is indicated in 


these cases, therapy being directed to the 
causes of the inflammatory processes. 

Diverticula in the terminal portion of 
the esophagus are produced in the same 
manner as those at the pharyngoesophageal 
junction, external pressure through a weak 
area in the outer muscle coat of the esopha- 
gus being therefore composed of the ts 
inner layers of the esophagus. These are 
also of the pulsion type. 

Occurrence of these is infrequent and 
symptoms are mostly lacking, except where 
inflammatory processes are set up, with or 
without ulceration. Hemorrhage and per- 
foration occurs rarely. In some inflamma- 
tory types, however, malignant squamous 
tumors may be encountered. 

In the treatment of these esophageal di 
verticula conservatism has been advoc ated, 
but surgical intervention is to be preferred 
in all asymptomatic cases either by (1) anas- 
tomosis of the sac with the stomac h, (2) 
excision of the sac, (3) diverticulopexy, (4) 
inversion of the sac, (5) resection of the 
lower esophagus with esophagogastrostomy. 

J. Epwarp Brown 
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TREATMENT OF ESOPHAGEAL VARICES BY TRANSESOPHAGEAL OBLITERA- 
TION: G. Crile. Surg. Gynec. & Obst. pp. 573-76, (May), 1953. 


The rationale of trans sophageal oblitera- 
tion of esophageal varices is discussed and 
it is pointed out that in patients with extra- 
hepatic block, true portal hypertension may 
not be present and that portacaval shunt may 
be impracticable or useless. In this study 
seven patients with esophageal varices sec- 
ondary to extrahepatic blocks of the portal 
or splenic vein had been treated by trans- 
eso yhageal obliteration of esophageal varices 
and had been followed from thirty-three to 
forty-eight months since operation. Five 
of the patients had no further bleeding 
since operation, despite the fact that prior 
to operation there had been bleeding on an 
average of fifteen times a year for several 
years and conventional methods of treat- 


ment had failed to stop the bleeding One 
of the two patients who bled again appeared 
to have been bleeding from a gastric ulcer 
and the other who had been bleeding at 
two-week intervals for several years prior 
to operation had had no bleeding in the 
past two and one half years and had only 
experienced two small episodes in the first 
few months following operation. There were 
no deaths or serious complications follow 
ing operation in this group of cases, This 
operation has not yet been tried in patients 
with varices secondary to cirrhosis of the 
liver, and it is not known whether or not 
it will control the bleeding in these cases. 


J. R. Van 


STOMACH 


VOLVULUS OF THE STOMACH: D. L. Jenkinson, and L. C. Bate. Am. J. Roentgenol. 


69:54, (Jan.), 1953. 


The reported case presented typic al roent 


gen and surgical findings ot a complete or 


gano-axial volvulus mesenterio-axial 
rotation of the stomach, both of 180 degrees 
Surgical treatment consisted of reduction 
of the volvulus and posterior gastroenter 


ostomy 


There was a recurrence of the volvulus, 
although the patient’s general condition was 
very much improved. The importance of 
differentiating true volvulus of the stomach 
from simple rotations and high positions 
of the stomach is emphasized 

FRANZ J. Lust 


ENDOSCOPIC ASPECTS OF THE GASTRIC MUCOSA IN RELATION TO ITS 
FUNCTION: Stempien, Oritt, and Karr Gastroenterology 23:No. 1, (Jan.), 1953. 


The author found the following in 450 
gastroscopies; 1—Normal gastric mucosa in 
146 cases. Achlorhydria in 11 cases. Vary 
ing degrees of free HCl in the remainder. 

2—Superficial gastritis in 72 cases. Achlor- 
hydria in 15 cases. Hypochlorhydria in most 
cases, 


3 Atrophic gastritis in 120 cases. Achlor- 


hydria in 46 cases. 

4—Hypertrophic gastritis. Achlorhydria 
none 

Hypertrophic gastritis was synonymous 
with a hypersec retory state. 

Superficial and atrophic gastritis were 
synonymous with a hyposecretory state. 

H. M. Roprnson 


LEIOMYOSARCOMA OF THE DUODENUM: M. Weinstein, and M. Roberts. A.M.A. 


Arch. Surg. 66:318-328 (Mar.), 1953. 


Leiomyosarcoma of the duodenum is one 
of the rarest of tumors, this being the 28th 
such case to be reported The patient has 
recovered from an operation which included 
excision of the tumor with the involved third 
portion of duodenum, right colon, and _ter- 
minal ileum. A summary of the literature 
has been presented, which shows the com 
monest symptoms to be anemia, weakness, 


weight loss, bloody diarrhea, and abdom 
inal mass. X-ray may show a density on 
flat plate and after erosion and _fistuliza 
tion barium may be seen to enter the tumor. 
Laparotomy insures an accurate and com- 
plete diagnosis. The only treatment is surgi 
cal, 

Of the 27 cases reported in the literature, 
only six patients were alive at the time the 
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respective cases were reported. This high 
poe early mortality is not due primarily to 
the unusually malignant nature of the tumor, 
since it is slow-growing. The answer may be 
found to be the location of the tumor in the 
duodenum, an anatomical region difficult to 


operate in and well known for its many 
postoperative complications. The frequent 
breaking down of the duodenal anastomosis 
and duodenal and pancreatic fistulization 
caused many early postoperative deaths. 
SAMUEL S. FEUERSTEIN 


VAGOTOMY IN THE TREATMENT OF PEPTIC ULCER: Paul Banzet. Postgraduate 


Med. 13:491-494 (June), 1953. 


Banzet believes vagotomy to be a re 
markable procedure and it is useful in cer- 
tain selected cases. (1) Recurrences fol 
lowing gastrec tomy or gastroenterostomy 
and (2) when unable to remove the duo- 
denal ulcer he does vagotomy plus gastro- 
enterostomy. He finds subtotal gastrectomy 
removing three-quarters of the stomach to 


be the best method of surgical treatment 
in duodenal ulcer cases which do not re- 
spond to good medical management, and 
he claims that 85 per cent of his patients 
get excellent results on sub-total gastrec- 
tomy alone, 


Jacos A. Riese 


INTESTINES 


ROENTGENOGRAPHIC APPEARANCE 


OF METASTASES TO THE CENTRAL 


LYMPH NODES OF THE SUPERIOR MESENTERIC ARTERY IN CARCINOMA 
OF THE RIGHT COLON: James J. McCort. Radiology, 60: No. 5, 1953. 


The author discusses the anatomy of the 
possible spread of cancer to the right colon. 
His analysis fails to indicate any correla- 
tion between the location of the primary 
lesion in the right colon and the presence 
or absence of lymph node metastases. The 
size of the lesion bears no relationship to 
the occurrence of lymph node metastases. 
The grade of malignancy, however, does 
appear to have some bearing on the fre- 
quency of lymph node metastases. 

According to the author, the central group 
of lymph nodes, when enlarged, is suscep- 
tible of roentgen identification because of 


its close proximity to the third portion of 
the duodenum where it is crossed by the 
superior mesenteric artery. This central 
group, which is located in the mesentery, 
at the site of origin of the major branches 
of the superior mesenteric artery when en- 
larged will cause pressure on the duodenum 
and this pressure can be demonstrated by 
opacifying this portion of the duodenum 
The best position to demonstrate this en 
largement of nodes is the supine in both the 
right and left posterior oblique projections. 


InviN DeuTSCH 


THE IMPORTANCE OF FECAL EXAMINATION IN THE DIAGNOSIS OF STRONG- 
YLOIDIASIS: J. W. King. Cleveland Clin. Quart. 20:2, (Apr.), 1953. 


Over a ten year period, a diagnosis of 
infestation by Strongyloides stercoralis was 
made in 35 patients. In 33 of the 35, there 
was no suggestion of the diagnosis on ad 
mission. The diagnosis is primarily made on 
laboratory examination, and the only test 
that is diagnostic is actual observation of 
larvae in the stool. Eosinophilia was found 
in 10 of 14 patients. The history of gastro 
intestinal distress is so common on a medical 
service that it offers little help in leading 


to a diagnosis. The most common — 


were accumulatica of gas, belching, disten 
tion, flatus in 88 per cent, abdominal pain, 
most often lower abdominal, in 71 per cent, 
and change in bowel habits in 54 per cent 
There are no physical signs that are pathog 
nomonic of the disease. Emphasis is made 
on the importance of routine stool examina- 
tion for parasites in patients with any type 
of gastrointestinal distress. 

ARNOLD L. BERGER 


BOOK REVIEWS FOR GASTROENTEROLOGISTS 


HYPERSPLENISM AND SURGERY OF THE SPLEEN: William Dameshek, M.D., and 
C. Stuart Welch, M.D. 84 pages, illustrated in black and color, Grune and Stratton, Inc., 


New York, N. Y., 1953. Price $10.00. 


This splendidly edited and _ illustrated 
treatise on the spleen is based on exhibits 
presented at the Annual Meeting in 1947 
and 1951 of the American Medical Associa- 
tion. 


It is well prepared and contains excellent 


pictures, especially the kodachrome repro- 
ductions which are unique. Internists, sur- 
geons and pathologists will find it useful 
when dealing with obscure splenic path- 
ology. 


THE ROENTGEN ASPECTS OF THE PAPILLA AND AMPULLA OF VATER;: Max- 
well H. Poppel, M.D., F.A.C.R., Professor of Radiology, New York University Post- 
Graduate Medical School, Harold G. Jacobson, M.D., F.A.C.R., Associate Clinical Pro- 
fessor of Radiology, New York University Post-Graduate Medical School, and Robert 
W. Smith, M.D., Senior Resident in Radiology, Veterans Administration Hospital, 
Bronx, N. Y. Cloth. pp. 195 with illustrations, Charles C. Thomas, Publisher, Spring- 


field, Ill., 1953, Price $8.50. 


The first book by Poppel on the “Roent- 
gen Manifestations of Pancreatic Diseases” 
(Charles C. Thomas, 1951) has proved 
to be an oustanding contribution to medical 
literature. It is a thorough and comprehen- 
sive roentgen description of diseases of the 
upper abdomen, This second volume by 
Poppel and his associates should really be 
paired with the first as a set. The subject 
matter in this new book is a specialized 
extension of the first volume and deals 
comprehensively with the roentgen manifes- 
tations of the Vaterian region in health and 
disease. As such, the differential diagnosis 
of the various disease states in the upper 
abdomen is carried a step further in a com- 
plete and scientific way. 

Poppel and his co-workers have put on 
paper in this latest monograph an exhaustive 
presentation of the anatomy, physiology and 
pathological states of the Vaterian region 
from a roentgen point of view. As a sort 
of starting point for their yg the 
authors have skillfully collected data on 
special anatomico-roentgen studies on the 
Vaterian region in over 100 postmortem 
specimens. These studies are beautifully 
described in Chapter HI and the “spot 
photographs” of the normal specimens shown 
in this chapter are truly unique. In addi- 
tion, the authors have amassed a large clini- 
cal experience on disease states of the Vater- 
ian region and their work is well buttressed 
with adequate case presentations. 
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The ten chapters in this monograph are 
each complete studies in themselves. These 
run the gamut from a_ historical review 
through the last chapter dealing with the 
differential diagnosis of a mass in the 
Vaterian region. In this final chapter Poppel 
with his associates again brings to bear his 
skill in describing disease states of the upper 
abdomen but this time using the Vaterian 
region as a sort of fulcrum. 

The illustrations in the book are abun 
dant (over 100) and are very well done. 
The format of the book is a credit to the 
publisher and here again is an extension of 
Poppel’s first monograph. A thorough bib- 
liography and easily usable index are ap- 
pended. The index, in particular, is well 
planned. 

The book is somewhat unique in its ap- 
proach to what may seem to be a limited 
area and subject. The authors, however, 
have managed to bring into the medical lit- 
erature an erudite work which should be 
the basic reference work for a long time 
to come on the subject of the Vaterian 
region. 

With Poppel’s previous monograph on the 
pancreas this latest work should occupy a 
place on the bookshelf of the radiologist, 
internist, gastroenterologist and surgeon. For 
the physiologist and anatomist looking for 
the last work on this subject this monograph 
will prove to be a valuable adjunct. 


BOOK REVIEWS 


SIDE-EFFECTS OF DRUGS: L. 


Meyler, Consulting Physician at Groningen, Nether- 


lands. Translated by Ph. Vuijsje and W. Mulhal Corbet, Amsterdam. 268 pages. Else- 
vier Publishing Co., Houston, Texas, 1952. Price $5.50. 


Twenty-five chapters with extensive covet 
age ot the medical literature and cross 
index, makes this volume one of the most 
valuable references in recent medical publi- 
cations. It should be on the desk of each 
and every physician, dentist and pharma 
cist 


Failure to own and. study this treatise 
could be considered at misdemeanor because 
only after reading “Side-Effects of Drugs” 
will the reader realize how hazardous it is 
to prescribe single or a combination of 
drugs without realization of what the end 
result) mav be 


THE CLINICAL APPLICATION OF ANTIBIOTICS, PENICILLIN: M. E. Florey, M.D., 
from the Sir William Dunn School of Pathology, Oxford. 730 pages. Geofrey Cumber- 
lege—Oxford University Press, New York, N. Y., 1952. Price $19.25. 


This volume includes general considera 
tions, toxic effects, allergic reactions, “thera 
peut shock’, Administration, system 
duration of treatment 
and determination of dosage. There are in 


and lo« al, dosage 


structive and informative chapters on the 
treatment of diseases due to specific or 
1.¢ gonorrhe a chancroid, 
uloma inguinale, Iwmphogranuloma venet 
eum syphilis streptococcal infections, acti 


nomveosis, anthrax typhoid fever, etc. In 


teresting chapters follow) on tropical and 


THE HISTORY OF AMERICAN EPIDEMIOLOGY: C. E. 


rarer nonbacterial infections as noma, pinta 
Vaws, erysipe loid, melioidosis, rat bite tever 
Rickettsial diseases, diseases due to viruses 
to fungi, to protozoa, ete. Endocarditis 
burns, osteomyelitis, septic arthritis, infec 
tions of the central nervous system, of the 
eve larvnx, sinuses, tonsils, infections of 
the genitourinary tract and infections with 
in the abdomen, are all given. satisfactory 
consideration 

This work is an up to date authoritative 
presentation of the subject 


A. Winslow, Dr. P.H., Pro- 


fessor Emeritus, Yale University School of Medicine, Editor, American Journal of 
Public Health and Drs. Wilson G. Smillie, James A. Doull, John E. Gordon and 
edited by Franklin H. Top, M.D., Professor of Epidemiology and Pediatrics, College 
of Medical Sciences, University of Minnesota. Sponsored by the Epidcmiolegy Section, 
American Public Health Association. 190 pages. The C. V. Mosby Co., St. Louis, Mo., 


1952. Price $4.75. 


This informatively interesting “History of 
Epidemiology” includes a foreword by D1 
Top, the Editor of this little volume, in 
which he quotes Goethe, “Art and science 
belong to the world at large and before them 
vanish all limits of nationality”. As the Ed- 
itor well states, the authors of this mono 
graph have brought to their task knowledge, 
insight and scholarly treatment 


This little book should be read kv. all 


ROSENAU PREVENTIVE MEDICINE 


AND HYGIENE: Kenneth F. 


health officials, health nurses, historians and 
physicians. It gives some interesting infor- 
mation of the colonial era and the first years 
of the Republic (1607-1799) by Dr. Win 
slow, the period of great epidemics (in the 
United States) by Dr. W. G. Smillie; the 
bacteriological era (1876-1920) by Dr. J. A 
Doull; the twentieth century, vesterday, to 
dav and tomorrow ( 1920 by Dr J. E 
Gordon (of Harvard University 


Maxey, M.D., 


Dr. P.H., Professor of Epidemiology, The Johns Hopkins University, School of Hygiene 
and Public Health. Seventh Edition. 1462 pages. Appleton-Century-Crofts, Ine. New 


York, N. Y., 1951. Price $15.00. 


In 1913, 39 vears ago, the first edition of 


“Rosenau’s Preventive Medicine” appeare d 


and immediately received very favorable 


book medic al journals 


THE REVIEW OF 


This enlarged, rewritten up to date sey 
enth edition of a famous work (by the late 
Professor of Preventive Medicine and Hy- 
giene at the Harvard Medical School) now 
compiled and written by twenty-six leading 
experts in their respective fields of interest 
is the best one volume book on the subject 
in the English language 

Among the contributors are Maxcy, Lang 
muir, Clark, Rozeboom, David E. Davis, 
Sebrell Harper Alan koord, Whitridge, 
Kk. W. Moore, Densen, Tiedeman, 
Anna M. Beetjer, James Watt, Gilbert 
Oito, Howard A, Howe and others 

Infectious hepatitis, serum jaundice, mal- 
nutrition, intestinal helminths and proto 
zoa, shigellosis, salmonellosis, vitamins, his- 
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toplasmosis, leptospirosis, q-fever are among 
the subjects that receive very brief but ade- 
quate consideration. Food poisoning, preser- 
vation of foods, milk and milk products, 
diseases spread by milk, animal parasites 
transmitted to man, sanitary control of 
water supplies, sewage and refuse disposal, 
epidemiology all receive consideration in 
concise and informative manner. 

This excellent work should be kept on 
the desk for ready reference by all health 
officers,  sanitarians, epidemiologists and 
teachers of public health and sanitation. Stu 
dents of public health will have frequent 
use tor this book. This book is recommended 
by the reviewer. 


THE THORACIC PATIENT—PREOPERATIVE, ANESTHETIC AND POSTOPERA- 
TIVE: Lew A. Hochberg, M.D., F.A.C.S. Foreword by Frank B. Berry, M.D. and six 
contributors—Drs. H. Harvey Cooperman, Lewis Dicker, Barnett A Greene, FE. Hari- 


rison Griffin, Edward Hirsch and Emil 
New York, N. Y., 1952. Price $8.75. 


This work is “based upon experiences in 
the care of the thoracic surgical patient at 
Kings County Hospital and on the accepted 
modalities used in other institutions” 

This work includes chapters on physiology 
and pathologic physiology, endoscopy, anes 
thesia, Injuries to the chest wall, surgery 
of the chest wall including congenital and 


anomalies, inflammatory lesions 


and tumors, empyema thoracis nontubercu- 
lous acute empyema, chronic empyema and 
postoperative complications, collapse thera- 
py (surgical) pulmonary resection, surgery 
of the esophagus including carcinoma of the 
esophagus, benign stricture, congenital atre 
sia and perforation Cardiospasm, “chiefly 
Achalsia is 
the commonest type of the four varieties of 


affects women of middle age.’ 


cardiospasin and is believed due to an im 
balance of the neuromuscular mechanism, 
“True cardiospasm is the second most com 
mon form and Is presumably related to re 
Hex spasm secondary to disease elsewhere, 
as in the gallbladder, stomach, duodenum, 
etc. Stricture of the esophagus is the third 
variety, The fourth type constitutes that 
group of cases in which there is  clonga 
tion and widening of the esophagus so that 
it takes the shape of the sigmoid colon.” 
Brief consideration is given to esophageal 
diverticulum—(1) pulsion and (2) traction 
forms, complications of esophageal surgery, 
mediastinitis and diaphragmatic hernia. 
The chapter on “cardiovascular surgery” 


4. Maclerio. 364 pages. Grune and Stratton, 


gives rather brief but readily understandable 
information instructive manner on 
general preoperative and postoperative care, 
the selection of cases for surgery for aortic 
aneurysm, mitral) stenosis, mural thrombi 
of the auricular appendage, coarctation of 
the aorta, pulmonary stenosis and atresia 
and coronary artery disease. All too briefly, 
are surgical procedures discussed for the 
above conditions. 

Complications of cardiovascular surgery 
are covered in 5% pages. Rehabilitation is 
considered in the final chapter. Good and 
bad posture, corrective exercises, etc., fol- 
lowing lobectomy, thoracoplasty, surgery 
of the heart and great vessels and surgery 
of the esophagus are briefly discussed. A 
good bibliography (13% pages) concludes 
the work. A seventeen page subject index 
adds considerably to easy reading when one 
looks for a special subject. 

This work, of course, should only be used 
for a quick review of the limited field cov- 
ered by the book. The recent works by other 
euthors on preoperative and postoperative 
management of surgical patients, on thoracic 
surgery, on cardiovascular surgery, ete 
make this additional work by Dr. Hochberg 
somewhat less important and perhaps not of 
much value to the busy thoracic surgeon of 
experience. However, students, residents, 
internes and junior assistants interested in 
surgery of the chest, may profitably read 


this book. 


Telepaque: 


Superion Visuabigation 
of Gallbladder and Bile Ducts 


.in a Great Percentage of Cases 
. with Few and Mild Side Effects 


Supplied in small easy-to-swallow tablets of 0.5 Gm., envelopes of 
6 tablets — the customary adult dose — boxes of 5 and 25 envelopes. 


WINTHROP-STEARNS INC. new vork 18, NY © WINDSOR, ONT 


Telepoque. trodemark reg US Pat Off. brand of iodoponcic ocid [3-(3 amino-2,4,6 triiodopheny!)-2 acid) 
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for the 
patient 
who carries 


no weight 


tENLEY 


e provides extra calories — 150 per 
ounce, in easily utilized form, for 
quick gain in weight and strength 
e without excessive bulk—no un- 
due digestive burden...no reduc- 


tion in appetite for other foods 


or cloying taste —delicious alone 
or with a variety of nutritious 


foods 


In 16-o0z. bottles. 


ENLEY LABORATORIES 


LAWRENCEBURG NDIANA 


IN COMING ISSUES 


Papers presented before the 18th 
Annual Convention of the National 
Gastroenterological Association and 
before the 5th Annual Course in 


Postgraduate Gastroenterology. 


These, in addition to other orig- 
inal articles, abstracts of current 
literature, editorials and book re- 


VIEWS. 


Use convenient coupon below to 
insure your uninterrupted receipt 


of these important issues. 


Use this blank for subscribing to 


Review of pustroenterology 


1819 Broadway 
New York 23, N. Y. 


Enclosed please find $ 
which you are to enter my subscription to 
THe Review oF 
starting with the 


issue, as indicated below 


1 year $5.00 } 2 years $9.00 


($7.00 foreign) ($13.00 foreign) 


Vame 


( please print ) 


Unit State 
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A DIGEST AND EVALUATION OF THE VAST EXPERIENCE 
OF THE MAYO CLINIC 
DURING THE PAST TEN YEARS IN THE DIAGNOSIS AND 
TREATMENT OF 4. SERIES OF MORE THAN 30,400 VERIFIED 
PRIMARY AND POSTOPERATIVE RECURRENT PEPTIC ULCERS 
RANGING FROM THE ESOPHAGUS TO THE ILEUM 


PEPTIC ULCER 


Pain Patterns, Diagnosis 
and Medical Treatment 


By LUCIAN A. SMITH, M.D., F.A.C.P., Asst. Professor of Medicine, Mayo Foundation; Head 
of Section, Division of Medicine, Mayo Clinic 


And ANDREW B. RIVERS, M.D., F.A.C.P., Late Associate Professor of Medicine, Mayo Foun- 
dation; Consultant Division of Medicine, Mayo Clinic 


With FOREWORD by GEORGE 8B. EUSTERMAN, M.D. 
and CONTRIBUTIONS by HERBERT W. SCHMIDT, M.D., C. ALLEN GOOD, M.D., and RICHARD R. FERAYORNI, M.D. 


A RECENT ESTIMATE PLACSS THE INCIDENCE OF PEPTIC ULCER AT 5% OF OUR 
POPULATION, INDICATING ALMOST 8 MILLION CASES IN THE U.S.A. WITH AN 
ANNUAL INCREASE OF ABOUT 150,000 NEW CASES WHICH WILL DEVELOP IN 
PERSONS OVER AGE 30. 


THE EXPERIENCE OF THE MAYO CLINIC WITH MORE THAN 30,400 RECENT CASES 
1S THE BACKGROUND FOR THIS NEW BOOK WHICH PRESENTS THE RESULTS OF 
THAT LARGE CLINIC'S PROGRESS IN UNDERSTANDING, DIAGNOSING AND TREAT- 
ING PEPTIC ULCER BY MEDICAL MEANS AND INCLUDING THE INDICATIONS FOR 
SURGICAL TREATMENT WHEN NECESSARY. 


FEATURES OF THE BOOK 


The discussions of the anatomy of pain correlate pain patterns with the anatomical 
structures and the nerve pathways which give rise to the patterns. 
The physiology of pain and its complications is applied to the various forms of ulcer. 


Duodenal, gastric and postoperative ulcer are considered as separate entities because 
of differences in their pain patterns. 


The clinical progression of ulcer from the simple form through its complications is 
outlined. 


The pain patterns and their use in treatment are illustrated by concise case histories. 


The medical treatments presented are those considered most effective in the experience 
of the authors. Effective diets are included. 


Indications for surgical treatment are based upon the clinical interpretation of pain 
patterns, the location of the ulcer and its complications. 


Gastroscopic and X-ray diagnosis are considered for their advantages as well as for 
the pitfalls which occur in their use. 


Ist EDITION. AUGUST 1953. 595 PAGES. 208 ILLUSTRATIONS. $12.50 
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He Was the Last Man 


Pfc. Hector A. Cafferata Try 
OUSMCR 
Medal of Honor 


xa \i 


Peace is for the strong! 
For peace and prosperity save with 
U.S. Defense Bonds! 


iF WAS DURING the Chosin reservoir fight- 
ing. Against F Company’s hill position. 
Reds were attacking in regimental strength. 
The last of Private Caflerata’s fire-team- 
mates had just become a casualty, leaving a 
gap in the defense line. If the enemy could 
exploit it. they could smash the entire 


perimeter, 


Exposing himself to devastating fire, Pri- 
vate Cafferata maneuvered along the line. 
Alone. he killed fifteen Chinese, routed the 
rest, and held till reinforcements plugged 
the hole. 


The Reds hit again. A grenade fell into a 
gully full of wounded. Private Cafferata 
hurled it back, saving the men but suffering 
severe wounds, Ignoring intense pain, he still 


fought on until a sniper got him, 


“If we really want to protect ourselves 
from the Commies.” says Private Cafferata. 
now retired because of wounds, “we've got 
to go all out. And one thing all of us at home 
should do 


try's Defense Bonds. Sure. Bonds are our 


can do is invest in our coun- 


personal savings for a rainy day. But they’re 
more—they’re muscle behind our G.Ls’ 
bayonets, too!” 


* 


Now E Bonds pay 3%! Now, improved Series E 
Bonds start paying interest after 6 months. Amd 
average 30% interest, compounded semiannually 
when held to maturity. Also, all maturing E Bonds 
automatically go on earning —at the new rate 

for 10 more years. ‘Today, start investing in Series 
E Bonds through the Payroll Savings Plan; you can 
sign up to save as little as $2.00 a payday if you wish. 


The U.S. Government does not pay for this advertisement. It is donated by this publication én cooperation 
with the Advertising Council and the Mogazine Publishers of America, 
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qd { 0 xX for gastric hyperacidity in peplire ulcer 


Suspension Maarox— Rorer provides the 
hydroxides of Magnesium and Aluminum in 
colloidal form... pleasantly flavored and highly 
acceptable, even with prolonged use. 

Relief of pain and epiyastrre 

distress is prompt aad long-lasting 

Freedom from constipation and 

side eflects Common to other antacids 


Is noteworthy. 
supplied: 
in 359 ec. (12 tuidounce) 
bottles. Also in bottles of 100 
tablets. (Each Maalox tablet ts 
| 
equivalent to : fluidram of WILLIAM H. ROR ER, INC. 
Suspension.) 

Drexel Bldg., Independence Square, Philadelphia 6, Penna. 
Samples wall be sent 


ESTABLISHED IN 1910 
promptly upon request 
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antispasmodic action 
virtually without atropinism... 


through the selective spasmolysis 

of homatropine methylbromide 
(one-thirtieth as toxic as atropine)... 
plus the sedation of phenobarbital. 
Each yellow tablet of MESOPIN-PB 

or teaspoonful of yellow elixir 
contains 2.5 mg. homatropine methyl- 
bromide and 15 mg. phenobarbital. 
Also available as 

MESOPIN Plain (without phenobarbital) 
in white tablets, green elixir, and powder. 


* Trademark of Endo Products Ine 


Trademark (Homatropine Methylbromide and Phonobarbital) 


® Samples? Just write to: 


Endo Products Inc., Richmond Hill 18, New York 


N 
/ fy / | 
| 
\\ / | 
‘ \ / ‘ 
AY /, 
Vee 
| A { q Wz 
= 
for the of g.i. spasm 
N 


Vacations are 
fun but 


DIARRHEA isn't 


When vacations are too carefree- 
when health precautions are neglected 
and contaminated foods or water cause 
specific or non-specific diarrhea— 
prescribe CREMOSUXIDINE. 


LS 


Sulfasuxidine® Suspension with Pectin and Kaolin 
An enteric bacteriostat ¢ Relatively 
nontoxic Consolidates fluid stools 
Adsorbent and detoxifying ¢ Sooth- 
ing © Palatable, chocolate-mint flavor 


Dosage: Adults—1I': to 2 tablespoonfuls 6 times daily. Infants and Division of Merck & Co., Ine. 
Children in proportion, May be added to intant’s formula. Philadelphia 1, Pennsylvania 


Supplied in 16 oz. Spasaver® bottles. 
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RAPID 
PROLONGED antacid action 


without unwanted side effects 


ALUDROX 


Aluminum Hydroxide Gel with Magnesium Hydroxide Myeth 


TABLETS SUSPENSION Miadelpnie 2, 


Pleasantly flavored for continued patient acceptance 
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